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EDITORIAL COMMENT. 


YELLOW FEVER INVESTIGATIONS. 


In a preliminary report, Drs. Pothier, 
Hume, Watson, and Couret, of New 
Orleans, announce the discovery of hith- 
erto undescribed cells in the blood of yel- 
low fever patients. These cells “vary in 
size from twice the diameter of a pneu- 
mococcus to one-fourth the diameter of a 
red cell, and vary in shape from an ovoid 
to a sphere.” They stain poorly by the 
usual method, but with Delafield’s hem- 
atoxylin and an aqueous solution of eosin 
the nucleus stains deeply, showing two to 
four chromatin granules, while the proto- 
plasm is colored a light bluish pink and is 
surrounded by a well-defined membrane, 
more deeply stained, with a deeply-stained 
spot in one pole. A significant fact is 
that the bodies are found only in the early 
days of the fever, at which time alone pa- 
tients are capable of infecting mosquitoes. 
The cells were observed in the stomachs 
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of newly infected mosquitoes which were 
raised from eggs and allowed to bite yel- 
low fever patients in the first few days of 
sickness, but after the lapse of nine hours 
they could no longer be found, presuma- 
bly because of partial digestion of the 


blood: One hundred control specimens 
taken at random from patients in the 
Charity Hospital failed to show the bod- 
ies, and in four slides taken from yel- 
low fever patients in Vera Cruz in 1902 
they were found. To test the diagnostic 
value of their observations, seven num- 
bered slides were submitted for examina- 
tion and were correctly diagnosed. “Four 
were from yellow fever cases on the sec- 
ond and third day, two from each 
case, and three from other diseases. One 
yellow fever slide was alone miscalled as 
negative, but its duplicate was correctly 
stated to be positive. As well as can be 
judged from their brief report, the New 
Orleans investigators did their work very 
carefully and endeavored to exclude all 
possible sources of error. We shall await 
with keen interest a more extengled re- 
port, and earnestly trust that their strik- 
ing results will receive confirmation by 
the work of other investigators. 





AN OUTRAGEOUS PROCEEDING. 


Readers of the Journal of the American 
Medical Association will recall the ex- 
posé made a few weeks ago of the outra- 
geous perversion by the M. J. Breiten- 
bach Co. of the report of the Porto Rico 
Anaemia Commission. The report of this 
commission was doctored in such a way 
as to make it appear that Gude’s pepto- 
mangan was endorsed as being superior 
to other preparations of iron, whereas 
Bland’s pills and Vallet’s mass in reality 
gave the best results. In a letter to the 
Journal A. M. A., dated Sept. 18th, the 
members of the commission themselves 
call attention to the “erroneous deductions 
and half-quotations” by which their con- 
clusions were twisted out of shape and 
made to serve the purpose of advertising 
the wares of the Breitenbach Co. In or- 
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der to emphasize the difference between 
the drugs employed, they cite “eighteen 
pairs of cases of like type . . . whose 
initial haemoglobins absolutely or nearly 
correspond.” Of these eighteen cases, 
“the initial average of haemoglobin per- 
centage in the cases treated y Bland’s 
pills was 21.9; in those treated by pepto- 
mangan (Gude), 20.7; the average num- 
ber of days under treatment was 48.7 in 
the cases treated by Bland’s pills; in 
those treated by pepto-mangan (Gude), 
80.7; the average gain in haemoglobin 
under Bland’s pills was 68.1 per cent.; 
under pepto-mangan (Gude), 62.3 per 
cent.” It is a little hard to understand 
how such a perversion could have been 
other than intentional. The Breitenbach 
Co. no doubt realized that their adver- 
tisement would reach a larger number of 
physicians than the original report or any 
journal through whose columns the truth 
might be told, so that even if their action 
should be exposed they would still reap 
benefits therefrom. 





STATE JOURNALS ASKED TO CO-OP- 
ERATE. 


At the last meeting of the House of 
Delegates of the American Medical Asso- 


—. the following resolution, pro- 
posed by Dr. E .Eliot Harris, of New 
York City, was unanimously adopted: 


_“REsotveD, That the committees on publica- 
tion of the journals of medicine published by the 
State medical associations affiliated with this 
body be asked to assist the Board of Trustees 
in their efforts to suppress the advertisement of 
medical nostrums and to co-operate in the work 
of securing pure food and pure drug laws in 
the United States.” 





A very unusual error occurred in mak- 
ing up the September issue of the Jour- 
nal, viz: the misplacement of leaves in 


a large number of copies. The publishers 
regret very much that such an accident 
should have happened, and have will- 
ingly agreed to republish the issue at as 
early a date as possible. 
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ORIGINAL ARTICLES. 


SHOULD THE RADICAL CURE OF HER. 
NIA BE ATTEMPTED BY ME- 
DIAN ABDOMINAL SEC- 

TION? 


. S. CATHCART, M. D., CHARLESTON. S. C, 


Reference to the literature as given in the 
text books and medical journals of the 
past few years demonstrates that hernia 
and its radical cure has taxed the minds 
and skill of many operators. More than 
25 methods have been devised for the 
radical cure of the inguinal variety alone, 
by as many different men. Some of these 
operations have become obsolete, but 
many of them still have their advocates, 
which fact alone demonstrates that the 
profession is at variance as to the most 
suitable operation to be selected. 

Evidence shows that the majority of 
surgeons of this country have narrowed 
the choice of operation for the radical 
cure of this variety of hernia to four 
methods :—Bassini’s, Halstead, Blood- 
good’s, and Kocher’s. None is suitable 
to every variety of inguinal protrusion, 
and in this as in every other class of 
surgery, men will be called upon to ex- 
ercise their ingenuity and experience. It 
is unwise to adhere absolutely to any one 
method, and it is far better surgery to 
change the technic to suit the individual 
case. 

A young child of a prominent surgeon 
was asked: What is meant by operat- 
ing? After thinking she tersely replied: 
“Operating means the making of the in- 
sides of people right.” It would be well 
for every surgeon to have this answer in- 
delibly impressed on his mind and in se- 
lecting or doing any radical operation, 
choose that which brings the parts as 
nearly as possible into their normal shape 
and relation. 

The question of operating for hernia 
by abdominal section was first discussed 
by Lawson Tait, who advocated this 
method for the reduction of strangulated 
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hernia. This was not met with favor and 
Jacobson in his text book condemns it 
most strongly for five reasons :— 

ist. “Operations for strangulated 
hernia must sometimes be done by the 
general practitioner. The old and well 
established operation which is usually ex- 
tra peritoneal is safer in their hands than 
a section. Also that shock is greater. 

2nd. Reduction of intestines is not 
easy when adhesions exist. 

3rd. Intestines may be tightly nipped 
and give way when pulled on through a 
median incision, thereby soiling the peri- 
toneum, etc. 

4th. All surgeons want a radical cure, 
and he does not think that any intra-pe- 
ritoneal operation will secure radical re- 
sults in inguinal] hernia. 

5th. It creates two potential hernial 
openings instead of one.” 

These are strong arguments against 
abdominal section, but, with the excep- 
tion of the last two apply only to the 
strangulated variety. 

I believe that the internal abdominal 
ring can be permanently closed or nar- 
rowed to the extent of preventing the es- 
cape of intestine through it by intra pe- 
ritoneal operation (abdominal’ section) 
thereby producting a radical cure. 

None of us would advocate the open- 
ing of the abdomen through the median 
incision for the radical cure of all ingui- 
nal hernia, but if we knew that the in- 
ternal ring could be permanently restored 
to its normal size or calibre from within 
the abdominal cavity, we would have a 
method with a wide field of usefulness, 
and in some instances an operation of 
choice. 

Ist: In those cases known as Rich- 
ter’s hernia, a normal inguinal canal, 
with a small tip or half the circumference 
of the intestine fastened in the ring, all 
acute symptoms of strangulation or ob- 
struction being present without the pres- 
ence of a tumor in the ring or canal. 
These could be easily reduced from the 
internal abdomen, and one would have 
the opportunity of seeing the condition of 
the constricted tip returned to the cavity, 
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which he could not have in the operation 
by opening the canal. 

2nd: It would be a valuable procedure 
in those cases of strangulated hernia that 
are reduced en masse or cn bloc, or those 
in which from the constriction, bands 
form later, producing obstruction. In 
these cases you have to open the abdomen 
to relieve the condition, and how much 
better one would feel about his patient if 
he knew that he could at the same time 
restore to its normal size the opening that 
had caused the mischief, and would do 
so again unless subjected to a second op- 
eration later. 

ard: Those individuals with hernia 
that have to submit to abdominal section 
for other causes. If at the same time, 
and through the same incision you cure 
their hernia, you remove a source of con- 
stant danger, and enhance your value as 
an operator. 

In these three classes you would surely 
be “making the insides of people right,” 
or placing them in as near a normal, or 
natural condition, as possible. 


Lately I have operated on a case in 
which the patient had an inguinal hernia 
for years, which she kept in place with a 


truss. It became strangulated, and was 
reduced by her physician with some lit- 
tle difficulty. Four days after the reduc- 
tion she had symptoms of obstruction of 
the bowel. The inguinal canal was ex- 
amined, and no evidence of hernia was 
found. The abdomen was opened in the 
middle line, and about two inches of the 
small intestine was found constricted by 
bands, very much inflamed and thickened. 
The obstruction having been released, the 
gut was returned to the cavity, it being 
judged that the constricted part of the 
gut would repair itself. The right side 
of the abdominal incision was retracted 
forcibly, and search made for the internal 
ring. It was found without any trouble, 
and I was struck with the ease and facil- 
ity that work could be done in this region. 
With dissecting forceps a small portion of 
the sac was pulled out of the canal, and 
cut off; the stump of that portion in the 
canal was caught up with a purse string 
suture of chromic gut, the suture also in- 
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cluding the transversalis fascia, forming 
the ring. After this was tied, thereby 
bringing the stump and holding it in the 
ring, it was transfixed and tied again. The 
peritoneum was stitched over this, the ab- 
domen closed, and the patient made an 
uneventful recovery. It has been over four 
months now since this operation; the pa- 
tient is all about atending to her duties, 
that of a nurse, without wearing her 
truss, which she had not been without 
for over ten years, and there has been no 
return of her hernia. 

The internal ring can be closed or nar- 
rowed from within the abdomen by the 
method just described, and I believe will 
hold in a great many cases. More of the 
sac can be removed, and if there are not 
many adhesions, all of it; and I would 
do this in other cases and also make raw 
the edges of the opening. 

In cases in which the opening in the 
ring is large and the structures weakened 
and thinned, I would suggest the use of 
silver or gold wire, as has been used by 
Willy Meyer and others with success in 
the extra method, or a filigree of silver 
wire as reported by Bartlett in the recent 
Year Book of Surgery. He reports 
seven successful cases. These silver su- 
tures, or filigree should be placed outside 
of the peritoneum and the same stitched 
over it. 

In the female the ring may be closed 
entirely: in the male care should be taken 
not to constrict the cord. 


There is nothing in the anatomical re- 
lation of the parts, or in the literature on 
the subject that in any way convinces 
that this is not feasible. My experience 
is limited to one case; and this cannot 
yet be pronounced a permanent cure; but 
it is sufficient, I trust, to make others in- 
vestigate further in this line and deter- 
mine the value of the method in the three 
classes of cases that I have mentioned, 
especially the last two, viz., operations 
for the release of obstruction produced by 
reducing hernia en masse, or by bands, 
which form later from the gut having 
been constricted. When the abdomen is 
opened for other causes if there is an ex- 
isting hernia close the internal ring. 
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IMPERATIVE SURGERY. 


A. B. KNOWLTON, M. D., COLUMBIA, S. C¢, 


About two years ago a colored woman, 
aged thirty-two, who had spent Saturday 
in town shopping, was returning to her 
home, two miles in the country, in a one- 
horse wagon, accompanied by her hus- 
band. 

The woman was sitting on the left end 
of the forward seat eating peanuts from 
her apron while her husband sat on her 
right driving at a rapid pace. 

Coming in the opposite direction were 
two one-horse butcher wagons, each 
pulled by a mule and driven by a colored 
man. Both turnouts engaged in a hot 
race. One of these wagons collided with 
that in which our heroine was seated, re- 
sulting in a catastrophe, to the rescue of 
which I was summoned, and at which I 
arrived in about thirty minutes. 

The woman was lying upon the ground 
on her left side, covered by a crocas sack. 
Examination of the patient and queries as 
to the accident, revealed the following 
facts: In the collision the shaft of one 
of the racing wagons flew up, its point 
punching our patient, in the mid-line of 
the abdomen and just above the pubic 
bone. The wound included the entire 
thickness of the anterior abdominal wall, 
ranging upward and toward the patients 
left for a distance of seven and one half 
inches. The fundus of the uterus 
(which contained a sixth-month foetus) 
was entirely without the abdomen, and 
encircled by what appeared to be all of 
the woman’s intestines, and all of the 
omentum protrudable. The prolapsed or- 
gans were literally covered with sand, pea- 
nuts, peanut hulls, chips and leaves. After 
emptying the remaining peanuts from the 
woman’s apron it was gathered about the 
pendant organs sufficiently tight to af- 
ford some support, and she was taken to 
her home. From the amount of shock 
together, with the complete evisceration 
and the endless quantity of foreign mate- 
rial adherent to the exposed organs, we 
felt that the life-saving task was hope- 
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less in the extreme. Never before had I 
been made to realize how closely chips 
could adhere to living omentum. 

In a typical southern negro hovel 
with no light but that which reluctantly 
emanated from a dingy kerosene lamp 
and a flickering torch or two, with no 
antiseptic for the hands but boric acid, 
with a limited supply of “non-sterile” 
spring water, and an immeasurable quan- 
tity of dirt and filth on every hand we 
proceeded to do what the result declares 
was, in modern language, an aseptic oper- 
ation. After several hours picking of 
the afore-mentioned variety of foreign 
material and bathing and replacing the 
prolapsed organs, we proceeded to sew up 
the abdomen, and leave the woman to 
die. “God moves in a mysterious way 
his wonders to perform,’—the woman 
did not have a rise of temperature above 
101°, and after reaction from the pri- 
mary shock her pulse never exceeded 100 
per minute. She went on to a prompt and 
complete recovery, delivered her baby at 
full term and has had another baby since. 

The patient’s chief regret was that she 
had lost her “bait of peanuts.” 

If any of my country brethren can 
beat this for Imperative Surgery, I’d like 
to hear from them. 

Dr. Coward and Dr. Baker of Colum- 
bia were associated with me in the case. 





A FEW REMARKS ON APPENDICITIS.* 
T. P. WHALEY, M. D., CHARLESTON, S. C. 


Gentlemen: In considering the diag- 
nosis of appendicitis there are three car- 
dinal points to bear in mind: Acute ap- 
pendicitis should be diagnosed by pain in 
the right iliac fossa, tenderness on pres- 
sure and rigidity. These three symptoms, 
in my opinion, are sufficient to make a 
diagnosis of appendicitis. In about one 
out of seventeen cases on opening the ab- 





*Read before the Medical Club of Charleston, 
S. C., June 5th, 1905. 
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domen we may find that they have failed 
us; but in sixteen cases out of the seven- 
teen, the probability is that the diagnosis 
is correct. Even if the diagnosis is 
wrong, in the majority of cases it will 
be found to be some other condition re- 
quiring an operation equally as urgent as 
the disease diagnosed. Therefore, we can 
make no mistake in opening up the ab- 
domen on pain, tenderness and rigidity 
in the right iliac fossa. ; ; 

Of these two symptoms, the two most 
important are pain and rigidity, and the 
most important in my humble opinion is 
rigidity. This rigidity is nature’s effort 
to protect the inflamed surface beneath 
the muscles. It is not found in any con- 
dition lacking inflammation, therefore, it 
is the symptom of all symptoms which in- 
dicates an inflamed condition beneath— 
in the neighborhood of the appendix. 

Besides these other symptoms, there is 
the symptom of muscle spasms, which is 
simply an accessary symtom and an aid 
in diagnosis. 

Nausea is a symptom, which when the 
physician is called to see the patient, is 
ancient history, occurring as it does in 
the very first stages of the disease. Vom- 
iting is likewise an early symptom, but 
may continue throughout the attack, and 
is usually present when the physician is 
called. Constitutional disturbances oc- 
cur later, according to Murphy, eight 
hours after the disease is started. They 
manifest themselves in fever, acceleration 
of the pulse, etc. 

Distention is likewise a later symptom, 
and one that has nothing to do with the 
diagnosis of acute appendicitis unt.i af- 
ter the first 48 hours. Tumor is also a la- 
ter symptom. Jaundice, which is present 
in a small number of cases, is likewise a 
later symptom. Therefore, to sum up 
the early stages of appendicitis, pain 
tenderness and rigidity are the cardinal 
symptoms, by means of which the dis- 
ease is diagnosed. Given these three 


symptoms, a surgeon is absolutely justi- 
fied in performing an operation for ap- 
pendicitis, provided the condition of his 
patient warrants it. 

So much for the diagnosis. 
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Now in regard to the treatment of ap- 
pendicitis. Since the days of Fitz, who 
first described the disease as a disease, 
and since Worcester, who first laid down 
the operative indications for appendici- 
tis, the surgical world has been divided 
more or less as to what should be done 
in appendicitis—as to whether an early 
operation should be performed as soon as 
the diagnosis is made, or as to whether 
we should wait for a tumor to develop 
and then operate, or as to whether we 
should try to carry the patient over the 
attack and remove the appendix in the in- 
terval between attacks. This has been 
fought out for years, but I think that I 
voice the sentiment of the majority of sur- 
geons to-day, who have had a large expe- 
rience with appendicitis, when I say that 
the earlier the operation is performed the 
better the chances of the patient, and as 
Morris Richardson says, “We are by no 
means sure that the Ochsner treatment 
will stand the test of time,” and -he among 
others, advocates as early an operation as 
possible. I do not think that Dr. Richard- 
son means that we should operate on 
cases that are pratically moribund, but 
that we should not wait for localization 
of the intensity of the inflammation, (ab- 
scess formation), but that by careful tech- 
nic, we can arrest in a large majority of 
cases spreading of this inflammation, and 
in many cases save the lives of the pa- 
tients. 

Now in regard to the operation: I beg 
to say that I prefer for simple cases Mc- 
Burney’s grid-iron incision, and in bad 
cases an extended McBurney incision as 
described by Harrington. 

As regards the treatment of peritoni- 
tis, general or localized, I beg to say that 
authorities differ. We have Hubbard 
Price, an arch operator, advocating flush- 
ing the abdomen with sterile water or 
normal salt solution. Price is a man who 
obtains wonderful results, and we cannot 
pass him by without giving due consi- 
deration to his decision in this matter. 
On the other hand, Richardson, Kelly, 
Murphy and others are content with sim- 
ply sponging off the inflamed surface 
with normal salt solution or with sterile 





October, 1905. 


water. Mayo thinks flushing practically 
fatal. Price maintains that the flushings 
remove quantities of toxine and bacteria 
that sponging fails to carry away. Other 
physicians maintain that flushing carries 
inflammation to the remote corners of the 
peritoneal cavity. . 

As regard drainage: Some prefer it 
in the flank, some in the vagina and oth- 
ers through the large incision, but all ad- 
vocate the lamp wick drainage, covered 
by a rubber covering. Glass tubes have 
long since been relegated to the past. 

In regard to the removal of the appen- 
dix in very bad cases, cases of abscess 
formation, the writings of to-day advo- 
cate its removal where possible, maintain- 
ing that as long as the appendix is left, 
the focus of inflammation and the disease 
will progress. In regard to treatment of 
the appendix in the earlier stage, when 
we are simply doing an appendectomy, 
the treatment of the stump is managed 
in different ways by different authorities. 
Personally, I prefer slipping back a long 
cuff of peritoneum ligating and excising 
the appendix, touching the stump with 
carbolic acid and then ligating the cuff 
over the stump. The closure of the ab- 
dominal wound should be layer by layer 
throughout with catgut. 

Trusting, gentlemen, that this subject, 
which is vast in extent, and is getting 
vaster every day, will be acceptable and 
will provoke the discussion which I cor- 
dially invite, I beg to close. 





REMITTENT FEVER.* 


H. L. SHAW, M. D., FOUNTAIN INN, S. C. 


Remittent Fever is of malarial origin— 
indeed, it is one of the sub-divisions of 
malarial fever, and is met with in what 
are known as malarial districts, in warm 
climates, but is seen also in a milder form 
in temperate climates. 


*Read before the Greenville Co. Medical So- 
ciety, Aug. 7, ’05. 
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It is sometimes called bilious remittent 
on account of the gastric disturbance. 

Malarial fever is one of the oldest 
known diseases. 

It was once very prevalent in England, 
but not so now, owing to the fact that 
the low lands have been cleared and 
drained, and the home of the mosquito, 
toa great extent, has been destroyed. The 
same can be said of the southern part of 
the United States. Malarial fever that 
was once prevalent and severe in form is 
not so much so now. 

We are taught that man is inoculated 
by the mosquito, and one of these little 
pest can impart the poison to many indi- 
viduals. 

Anders, of Philadelphia, says that in 
England the peasants used to say, 
“In such a place there is much fever be- 
cause it is full of mosquitoes.” The same 
can be said to-day where the mosquito 
exists. 

As regards the pathology of the disease 
I refer you to those better able to inform 
you than I am. Suffice it to say there 
are marked changes in the spleen, liver, 
marrow of bones, and other parts of the 
human structure due to poisonous effect 
of the mosquito on the blood. 

These changes are most marked in the 
spleen, which is at first swollen and soft, 
but after a prolonged attack becomes per- 
manently enlarged and hard. 

The spleen in severe attacks has been 
known to rupture. 

The liver is also markedly affected, but 
not to the same extent as the spleen. 

An individual suffering with remit- 
tent fever usually gives us a history of 
having suffered for a few days with head- 
ache, pain in the loins, loss of appetite, 
with some nausea. Upon examination 
we find a heavily coated tongue, accel- 
erated pulse, and rise of temperature of 
variable degree, depending on the indi- 
vidual and the severity of the toxemia. 

There are sometimes no prodromes and 
the disease is ushered in with a chill, fol- 
lowed by a rise of temperature from 102 
to 105 F., with a pulse of 100 to 120. 

The fever usually lasts until about mid- 
night when it begins to abate, the pulse 
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slows up, the headache is relieved and the 
patient gets a few hours of refreshing 
sleep. 

By morning the temperature has almost 
reached the normal point. We may then 
have a cold stage followed by high fever 
in the afternoon, to be continued into the 
night, when as before, after midnight the 
fever cools off, these symptoms may re- 
peat themselves for several days’ or weeks. 

There is never a distinct intermission 
as is the case in true intermittent fever, 
but only a remission, hence the name re- 
mittent fever. 

Nausea and vomiting are often promin- 
ent symptoms in remittent fever, the vom- 
ited matter being a greenish or yellowish 
color. The urine is diminished in amount, 
highly colored and high specific gravity. 

The diagnosis is made between remit- 
tent and intermittent fever by the fact 
that in the former, while the temperature 
almost reaches the normal point it does 
not quite do so, but begins to rise again 
gradually until it reaches as high a point 
as on the preceding day, while in the lat- 
ter the high fever is followed by a pro- 
fuse sweat, after which the temperature 
reaches the normal point, and oftentimes 
becomes sub-normal, which condition ex- 
ists until a second cold stage, which in 
turn is followed by fever, sweating and 
intermission. 

The remittent form of malarial fever 
is of a graver type, usually the intermit- 
tent. 

Remittent fever can generally be diag- 
nosed from typhoid fever by the differ- 
ence in the onset, which in the former 
is more abrupt; from the absence of diar- 
rhoea, which in the majority of cases is 
present in typhoid; from the absence of 
tympany, tenderness, and gurgling in the 
right iliac fossa, which are generally pres- 
ent in typhoid; from the presence of the 
rash in typhoid on which some lay more 
stress than I do, as a diagnostic symptom ; 
from the absence of nose-bleed; the dif- 
ference in the appearance of the tongue; 
and lastly but by far the most important 
point, the difference in the temperature 
chart: 

In typhoid there is a gradual rise of 
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temperature, reaching its height at the end 
of about one week, to remain stationary 
for two, then a gradual fall, lasting for 
about one week until the normal point is 
reached, while in remittent fever we have 
a more sudden onset, the fever reaching 
its height in a few hours or days at most, 
with a morning remission and evening 
exacerbation. 

The headache and gastric disturbance 
is more marked in remittent than in ty- 
phoid fever. 

The entire aspect of the case is worse 
in typhoid than in remittent fever. In- 
deed, the prognosis in simple remittent 
fever is good, only the pernicious cases 
giving rise to serious apprehension. 

It is often necessary to diagnose be- 
tween simple remittent and typho-mala- 
rial fever, which affection sometimes ex- 
ists in districts where both malarial and 
typhoid prevail. In this event the pres- 
ence of typhoid symptoms together with 
those of malarial would make our diag- 
nosis clear. 

As regards the treatment of remittent 
fever we have a specific in quinine. 

The preparation of cinchona used and 
its administration differ with different 
physicians and with the peculiarities of 
the case, some taking one form of the 
drug better than others, and some having 
an idiosyncrasy which prohibits its use in 
any form. 

My plan of treating remittent fever is 
to give an initital dose of calomel, fol- 
lowed by sulphate of magnesia to be- 
gin when the fever is lowest, (usually 
early in the morning). Then I give sul- 
phate of quinine, grains 5 every two 
hours until 20 or 30 grains have been 
given, when administration is suspended 
until the following day. I then continue 
as on the day before. In the after- 
noon, if the fever is very high and the 
headache is severe, I give quinine and 
phenacetine or acetanilid grains, 214 each 
every two hours until the temperature 
falls and the head is relieved. 

I also administer arsenic in the form 
of Fowler’s solution, 5 drops three times 
a day after eating. 
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Keep the patient in bed on light diet, 
usually liquid. 

Keep the bowels open daily with enema 
or sulphate of magnesia. 

Treat special symptoms ds they arise. 

These cases usually last from one to 
three weeks, rarely longer. 





DIPHTHERIA,—WITH REPORT OF 
CASES.* 


W. J. CHAPMAN, M. D., SPARTANBURG, S. C. 


The subject to which I wish to call your 
attention is that of Diphtheria. I have 
no original ideas to offer, either on the 
pathology or the plan of treatment, but 
this being the season of the year when 
we are called upon to treat this disease, 
and the very large per cent. of mortality, 
are sufficient reasons why we should give 
it special thought just at this time. 

Diphtheria is a disease of antiquity, 
and has been described by most writers on 
diesases of children. 

Authors differ as to whether it is a 
constitutional or a local disease. Smith, 
in his work on diseases of children, says: 
“It is a law in pathology that those dis- 
eases which have or may have a long in- 
cubative period, are constitutional.” Os- 
ler describes it as a specific, infectious dis- 
ease, characterized by a local fibrinous ex- 
udate usually on a mucous membrane, and 
by constitutional symptoms due to toxin 
produced at the site of the lesion. He 
also claims that other contagious diseases 
have diminished in the last decade, while 
diphtheria has increased. While this may 
be true, we believe that the percentage of 
mortality has decreased under the present 
plan of treatment, when this has been 
judiciously carried out. 

Diphtheria is a highly contagious dis- 
ease, and often prevails in epidemics at 
this season of the year. The Klebs-Lof- 
fler bacillus causes true diphtheria, and 
the bacilli may be carried in various ways 


*Read before the Spartanburg Co. Medical 
Society, Sept. 29, ’os. 
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from one person to another : by the cloth- 
ing, through using the same vessels for 
drinking water, or in any way through 
which they may reach a fertile spot for 
development. 

Children between the ages of one and 
twelve years are most susceptible, but 
adults are not exempt. Physicians and 
nurses especially are in danger of con- 
tracting it while using the swab or spray 
in the throats of these little patients. 

The pulse is frequent at first, but later 
in the course of the disease may fall below 
the average of health, and become soft and 
compressible as the action of the heart 
weakens. The temperature is usually from 
one hundred to one hundred and five; 
tongue heavily coated; skin at first hot 
and dry, but after a few days becomes cool 
with a clammy perspiration. If the 
larynx and trachea are involved the respi- 
rations are notably increased. 

The local site of diphtheria is charac- 
terized by redness of some mucuous sur- 
face, most frequently that part of the 
membrane that covers the tonsils, and is 
manifested by a small, slightly raised 
spot, which is the beginning of the pseudo- 
membrane. This membrane increases in 
size and thickness from fresh exudations 
underneath, and is closely attached to the 
mucuous membrane, which it penetrates. 
At first it is white or grey in color, but 
later on decomposition sets in and it be- 
comes darker. When the membrane is 
destroyed or removed it will reproduce 
upon the same spot within a very short 
while and spread to surrounding tissue. 
This pseudo-membrane may form in the 
nose, in the roof of the mouth, or in the 
larynx and trachea, constituting diph- 
theritic croup. 


TREATMENT. 


It is generally conceded that internal 
medicines other than stimulants amount 
to very little in the treatment of diphthe- 
tia, yet few of us would be willing to 
treat a severe case without internal medi- 
cation. 

The nourishment is of great impor- 
tance, and should consist of milk and 
animal broth. I fear that we often make 
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a mistake in not carefully looking after 
the quality and amount of nourishment 
taken by these little patients, and that they 
die from exhaustion. If the digestion can 
go on and a liberal amount of nourish- 
ment can be taken it will shorten the 
course of the disease and lessen the mor- 
tality. 

Stimulants should be given freely as 
soon as they are indicated. Avoid giving 
medicines or stimulants in milk, or your 
patients may become disgusted and refuse 
to take it as a nourishment. Tincture of 
irom and small doses of bi-chloride of 
mercury may be used with good results. 

For the local treatment a large number 
of solutions have been recommended as 
gargles, swabs and sprays. Loffler’s so- 
lution consisting of three per cent. of 
carbolic acid: to thirty-six per cent. of al- 
cohol may be used with benefit How- 
ever, I prefer peroxide of hydrogen 
as a spray, being careful not to injure the 
tissues. I have generally been able to re- 
move the membrane from the nose or 
throat by this means. 


But the sheet-anchor in the treatment 
of diphtheria is antitoxin. It is necessary 
for us to decide after examining the pa- 
tient just when and how it is to be used. 
I use it as soon as I can after making my 
diagnosis, giving from two to four thou- 
sand units, and repeating if necessary in 
from ten to thirty hours, until the mem- 
brane begins to shrink and the tempera- 
ture to fall. It should be inserted deep 
in the cellular tissue. The place selected 
preferably the hip, should be washed with 
a strong solution of carbolic acid, the an- 
titoxin inserted and a piece of gauze or 
absorbent cotton applied with a roller 
bandage to hold it in place. 


The following cases occurred during 
an epidemic which I witnessed in the fall 
of 1881 in the northern part of this coun- 
ty. The stricken territory was about eight 
miles long by four wide, and lay on both 
sides a large creek. Its duration was 
nearly seven weeks, during which time 
there were more than sixty well-devel- 
oped cases with twenty-six deaths, nine 
of which were due to diphtheritic croup, 
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and the others to blood poisoning and ex- 
haustion, or to sequels. 

CasE I. Minnie Q., age nine years. 
Family history good. I saw this patient 
with Dr. Landrum first, on the eighth day. 
Both tonsils, the roof of the mouth and 
posterior nares were covered with a thick 
brown pseudo-membrane. The adjoin- 
ing mucuous membrane was a dark red. 
Temperature 100; pulse 138; breathing 
altogether through the mouth. On the 
ninth day there was some blood oozing 
from the nose, and she spit up mouthfuls 
of dark blood. Temperature 99: pulse 
weak and very fast, and the pseudo-mem- 
brane dark. I was called early on-the 
tenth day and found her bleeding freely 
from the side of nose or cheek about one- 
half inch below the right eye. She was 
delirious until after noon, when she be- 
came comatosed and died early in the 
night. 

Case 2. Lee F., male, six years of 
age. Diphtheria on both tonsils. On the 
eighth day all traces of the pseudo-mem- 
brane had disappeared; on the tenth he 
was allowed to be up, and by the thir- 
teenth day was playing about the yard. 
On the morning of the fourteenth I was 
there to see others in the family suffering 
from the same disease, when my atten- 
tion was called to the heavy breathing of 
this boy. He was unable to swallow 
milk or water. His temperature was sub- 
normal, and pulse sixty to the minute. 
He complained of his head swimming. 
This grew worse, and his pulse dropped 
to 40 by noon. At four P. M. it had 
fallen to 20, and death soon closed the 
scene. 





DISEASES OF THE ACCESSORY SI- 
NUSES OF THE NOSE.* 


BY W. PEYRE PORCHER, M. D. 
CHARLESTON, S. C. 


At the request of the Editors of the 
Journal of the S. C. Medical Association 
this article was prepared as a review on 


*Read before the Medical Sociey of S. C. 
Oct. 2, 1905. 
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recent work in Rhinology. At the last 
meeting of the American Laryngological 
Association, held in Atlantic City, an ex- 
tremely interesting Symposium of eight 
papers was read, followed by a most illu- 
minating discussion by many of the ablest 
men in this department in America. 

Acute and chronic disease of the maxil- 
lary antrum, the frontal, the ethmoidal 
and the sphenoidal sinuses were discussed 
by such men as R. C. Myles, C. G. Coak- 
ley, J. W. Gleitzman and T. P. Berens of 
New York, and J. O. Roe of Rochester, 
J. W. Farlow and George A. Leland of 
Boston. The limits of this paper make it 
impossible to give more than a bare sy- 
nopsis of the papers and even less of the 
prolonged discussion and variety of opin- 
ions expressed which followed them. 
Many of the most obscure diseases involv- 
ing sequelae which cannot be accounted 
for in other ways originate in these 3i- 
nuses. The etiology, diagnosis and sur- 
gery of purulent involvement of these 
cavities requires an amount of practical 
experience, skill and ability in my opinion 
exceeding that of the surgery of any other 
part of the anatomy. This is proved by 
the obscurity .by which these so-called 
empty cavities are surrounded, and the 
extreme variety of opinions held concern- 
ing the proper treatment of them. On 
this account I have deemed it worthy to 
quote some of these opinions and expe- 
riences of others in order that my own 
views may not appear to be biased by 
want of the larger experiences which oth- 
ers may have obtained. 

In the symposium on disease of the 
maxillary sinus two papers were read, one 
by R. C. Myles, of New York, and the 
other by Geo. A. Leland, of Boston. A 
very wide divergence of opinion is held 
in regard to the proper surgery of the 
maxillary antrum, 


“Like the torturing ancient enigma, o’ef 
which full many a brain hath long pondered.” 

Dentists, to whom most of these cases 
occur, believe that the disease is always 
due to caried teeth, and hence operate by 
alveola puncture. Rhinologists, per con- 
tra, have urged, and still urge, that these 
cavities are little more than overflow cav- 
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ities from the nose and as such are af- 
fected by any inflammation, general or 
local, affecting these organs and therefore 
that thorough investigation of them 
should be made through the canine fossa 
or through the inferior meatus in the 
nose, in order that all septal partitions, 
polypi, supernumerary teeth, purulent ac- 
cumulations, etc., may be removed. 

At this late date, however, Dr. Myles 
writes as follows: 


In the writer’s opinion, radical surgery should 
be employed:—on nearly all cases of exposed 
bone necrosis beneath the periosteum and at the 
roots of the teeth; on all cases of extensive poly- 
poid changes in the mucosa—chiefly indicated by 
a very large and protruding lip of the hiatus sem- 
ilunaris, associated with chronic ethmoiditis ; on 
all cases of osteomyelitis—which is usually evi- 
denced by a discharge of a peculiar offensive 
wine-colored secretion which upon irrigation fills 
the returning fluid with small black particles of 
putrid debris of blood. Nearly all cases of neo- 
plastic growth require extensive radical surgery. 
The earlier and more complete the surgical pro- 
cedures. the more favorable the results will be. 

It is in the long-standing cases of purulent and 
muco-purulent discharge, with all their varying 
degrees of activity that we are often baffled as to 
the conscientious course to pursue. Foul-smell- 
ing pus of a mealy character when mixed with 
water, is not a symptom that always demands rad- 
ical surgery. The writer after having performed 
several hundred operations through the canine 
fossa and malar ridge and more or less thoroughly 
curetting the antral walls, has practically aban- 
doned the procedure and has on several occasions 
warned the profession against over-curettage of 
the edematous membranous walls, unless pro- 
vision is made for a permanent opening from the 
antrum into the nose through the inferior meatal 
wall, in order that drainage and free ventilation 
may take place, while the walls denuded of the 
internal vestments may at best slowly cicatrize 
and in a measure reproduce themselves. 

In regard to the comparative results of con- 
servative and radical methods of treatment :— 
Radical treatment is supposed to remove the path- 
ologic condition as well as the cause or root of 
the disease, and to leave no cause for a future 
diseased condition. I have experimented for 
years with conservative and radical methods and 
have tried to be fair to the patients and to the 
respective methods. The irrigation method 
through the normal opening was carried out dur- 
ing a series of years on certain classes of cases 
some on account of the demands of the patients 
and others for scientific reasons. A number of 
patients were cured but the treatment was too 
slow and too uncertain to merit more than occa- 
sional favor. As above stated, the oneration 
through the canine fossa and malar ridge has 
been abandoned in the ordinary suppurative cases. 
Such good results have been secured in this class 
of cases bv a conservative operation that the 
writer. in almost everv case, uses it as a curative 
Procedure or as a preliminary operation to the ca- 
nine fossa one. 
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This conservative treatment consists of an op- 
eration with curved chisels which cut going in 
and coming out, with the use of the rongeur for- 
ceps, and with ‘the occasional aid of the electric 
trephine. As much of that part of the antro-nasal 
wall which is situated within the inferior meatus 
is removed as possible, and in certain cases it is 
best to remove a part of the inferior turbinate. 
After irrigation the cavity is carefully curetted 
with the malleable-handle curettes and packed 
with ¥% inch iodoform gauze. The cavity is irri- 
gated through this opening until the discharge 
practically ceases. So far, the results in a series 
of cases after this procedure have been better than 
those of the other methods. 

Dr. J. Payson Clark, of Boston, said:—There is 
one point in regard to empyema of the antrum 
which has not been touched upon in the papers 
or discussion which seems to me should be men- 
tioned, and that is that there are two distinct 
forms of empyema as regards etiology; one is 
the empyema arising from some disease of a tooth, 
and the other is the empyema arising from infec- 
tion through the nasal cavity. In my experience 
those cases arising from a bad tooth are very 
amenable to treatment. I have in mind one case 
where a purulent discharge from one nostril had 
existed for seven years. On the removal of a dis- 
eased tooth and washing out for three weeks twice 
a week it was entirely cured. I think one point 
wants to be remembered, that if a tooth is the 
source of the infection it acts very much as a 
foreign body, but when it is removed the case gets 
well. Another point regarding the radical or 
Luc operation on the antrum and packing the 
antrum afterwards. I used to pack it with gauze, 
but I found that it caused a great deal of pain 
and discomfort, and I could not see there was 
anything to be gained by it, so in the operations 
I have done in the last two years I have not 
packed the antrum at all. I have opened the ca- 
nine fossa, explored the antrum, removed the 
thickened membrane, made a large opening into 
the nose. then allowed the wound in the cheek to 
close. The patient has been much more comforta- 
ble after the operation, and I have not been able 
to see that the result was not just as good as with 
packing. 


Dr. Geo. A. Leland also advocates con- 


servative treatment. He reports the case 
of an old lady, however, whose antrum 
was filled with polypi, although it was 
perfectly clear upon transillumination, 
and who only got relief after the radical 
operation through the canine fossa. He 
advises an extension of the highatus high- 
moriani to be made under the anterior end 
of the middle turbinate. The opening 
should be so large as to admit of thor- 
ough cleansing through an irrigation tube 
daily. He claims far better results from 
this than from the radical operation 
through the canine fossa. In my opinion 
by far the most frequent of all the dis- 
eases of the accessory sinuses is acute and 
chronic ethmoiditis. In fact acute rhin- 
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itis and ethmoiditis may almost be re- 
garded as synonymous terms, since these 
cells are affected by almost every inflam- 
mation affecting the nose. 

The ethmoid cells constitute the middle 
section in the chain of air spaces extend- 
ing from one frontal sinus around 
through the sphenoidal cells to the other, 
and they are divided themselves into an- 
terior middle and posterior ethmoids. 
The diagnosis and treatment of disease 
of the ethmoid cells is more easy than 
either the frontal or sphenoidal because 
they are much more accessible, but puru- 
lent disease of these cells require the ut- 
most skill and perseverance, as they can- 
not be reached externally without caus- 
ing marked disfigurement of the face, and 
in curetting them there is constant danger 
of puncturing the orbital cavity. This 
accident has happened to some of our best 
surgeons, and I have myself produced an 
emphysema of the lower lid more often 
than once, in doing the same operation. 
In fact, there is no absolute guide by 
which we can be guarded against it, and 
it was only by the fact of the emphysema 
that I knew I had arrived at the danger 
line. With the free use of cocaine 
and adrenalin the bulla ethmoidalis may 
be opened and curetted and in some cases 
the pus discharge may be stopped. 

Roe of Rochester says, “Many so-called 
ozaenas and purulent conditions of the 
accessory sinuses result from early neg- 
lect of catarrhal conditions of the eth- 
moidal cells.” He quotes a case where 
the foeter of breath rapidly disappeared 
after thorough curetting of the cells, and 
said : 


This case is but a type of such cases, and the 
more of them I see, the more I am convinced 
that so-called ozaena is nothing but a foetid dis- 
charge from some of the Accessory Sinuses, usu- 
ally the Ethmoidal. 

Disease of the frontal, maxillary and even the 
sphenoidal sinuses is usually detected and prop- 
erly treated; but when hidden in the ethmoid 
cells it frequently goes undetected, causing a slow 
necrosis of the cells and the consequent odor, and 
also the atrophy of the surrounding soft parts 
arising from the associated disturbance of nutri- 
tion. 

The foul discharges and crusts which so mys- 
teriously appear on a smooth unbroken mucous 
membrane, the cause of which it has been claimed 
“no fellow could find out” have been attributed to 
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perversion of the secretions of the mucous glands 
in some unaccountable manner, to special discra- 
sias and to various other causes. These will be 
found in nearly all cases, I believe, to have their 
origin in some of the ethmoid cells, although 
perhaps too deeply hidden to be readily detected; 
and it is only by radical methods of treatment 
that the cause of this trouble can be reached and 
cured. This is illustrated by many cases that I 
could cite did time and space permit. 

Increasing familiarity with the cellular struc- 
tures of the nose leads us to recognize the early 
stages of diseased conditions, which if dealt with 
in a radical manner. as is practiced in disease 
of the mastoid antrum and cells, will not only 
prevent the establishment of a chronic disease of 
these cavities, but will often forestall conditions, 
as in the case of chronic aural diseases, that may 
lead to serious consequences. “A fatal case of 
necrosis of the sphenoidal and posterior eth- 
moidal Cells,” has recently been reported by 
Whitehead of London. 

A woman, aged 40, who had had, for several 
years, a chronic catarrhal condition about the 
upper portion of the nasal fossae, with much 
discomfort about the nose. contracted an influ- 
enza causing a severe inflammation of the turbi- 
nated tissues, attended by a profuse discharge, 
which soon became purulent. She had also se- 
vere pain in the side of the face and distress about 
the bridge of the nose and frontal headache. By 
contracting the tissues with Adrenalin and with 
the aid of the probe, the discharge was traced to 
the ethmoid cells, the bulla ethmoidalis being 
markedly distended. This cell on being opened 
was found unusually large and filled with a muco- 
purulent material containing some streptococci. 
The surrounding ethmoid cells in communica- 
tion with this cavity were also involved; these 
were freely opened and drained, when the nasal 
disturbance subsided. 

The author very truly says, “The importance of 
treating chronic nasal suppuration is still not 
fully realized by our profession at large. <A per- 
sistent discharge from the nose is regarded with 
the same slight interest that a chronic otorrhea 
attracted a few years ago; nevertheless, the pres- 
ent case illustrates the danger of leaving untreated 
a suppuration in close proximity to a vital or- 
gan.’ 

Orbital abscess and cerebral symptoms some- 
times complicate ethmoidal abscess and urgently 
demand the most radical measures for their relief. 

Many cases of persistent headaches, facial neu- 
ralgia, migraine and tic-douloureaux caused by 
pressure within the ethmoid cells have come un- 
der observation, and the patients were cured by 
operative removal of this intra-cellular pressure. 
In some cases, this intra-cellular pressure may 
he caused by purulent or other accumulations con- 
fined by the occlusion of the ostia; in others, it 
may result from intra-cellular nolypoid or other 
growths distending the cell: while in some oth- 
ers, it mav be purely bony, from osseous thicken- 
ing resulting from injury and a chronic non-puru- 
lent inflammation of the cells. 

Facial nevralgia is so frequently caused by in- 
tra-nasal pressure in the region of the middle tur- 
binate that treatment of the pain should never be 
instituted without carefully investigating the eth- 
moid region. This must often be done with the 
probe, sometimes requiring the use of cocaine, for 
hy simple inspection only the condition of the 
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parts and points of pressure cannot be specifically 
ascertained. In purulent cases, the appearance 
of pus is an aid in directing us to the diseased 
region; but as the pain in most neuralgic cases 
is associated with a condition of catarrhal thick- 
ening of the tissues, physical exploration for such 
condition is necessary. 

I wish to mention one point in the etiology of 
sinus disease and especially in regard to the meth- 
od by which infection is frequently forced into 
these cells. This is by the forcible blowing of the 
nose during a coryza, or while infected with an 
influenza, or whenever pus is lodged in the nose. 
By this means, and especially if the pressure is 
increased by closing one nostril, infection fre- 
quently is forced into normal cells that otherwise 
would remain healthy. 

One or two points in regard to the radical 
measures resorted to in dealing with diseased 
ethmoid cells, and I am done. The use of the 
ring knife or sharp curette is not only illad- 
vised, but, in many cases, positively dangerous, 
when used in proximity to the lamina papyracea 
or os planum or the cribiform plate. It is in 
cases of polypoid growths within the cells only, 
that the use of the curette is admissible; for, in 
the case of simple suppuration of the cells, perfect 
drainage is the desideratum, and not the destruc- 
tion of the mucous membrane. The curette tears 
more readily than it cuts, and, therefore, the 
danger of laceration of the deeper structures is 
apparent. 


M. D., Boston, said: 


Of symptoms which call for operative interfer- 
ence, one of the most common is _ headache, 
which is sometimes referred to the back of the 
occiput. This may be due to a complication with 
frontal disease, from inability of the latter to 
drain itself on account of enlargenment of the 
ethmoidal bulla filling up the hiatus semilunaris, 
The headache may be caused by a pushing of the 
middle turbinate against the septum or by the de- 
velopment of one or more large cells in the tur- 
binate. thus causing painful pressure against the 
septum. The presence of polypi, the result of eth- 
moidal disease, may serve to cause retention of 
secretion, pressure and headache. In my experi- 
ence, such cases have not been uncommon, a small 
polyp, even granulation tissue or swollen mu- 
cous membrane sufficing as an obstacle. 

The eye is often involved where there is eth- 
moidal suppuration, especially if there is marked 
retention of secretion. Swelling of the lids or 
conjunctiva, troubles of vision, displacements of 
the eye, abscess of the orbit,, all these manifesta- 
tions are to be laid at the door of severe eth- 
moidal disease and require thorough treatment. 
Meningeal inflammation, acute or chronic, has 
been noted in some instances. 

Tertiary syphilis not infrequently attacks the 
ethmoid, showing itself by suppuration, crusts, ne- 
crosis and pain. The pus may find exit exter- 
nally near the root of the nose and external oper- 
ative procedures may be necessary in order to 
remove the large mass of necrosed bone. 

The sense of smell may be much impaired or 
entirely destroyed in the nostril where the eth- 
moidal disease exists; but. unfortunately, the 
methods of treatment necessary for removing the 
diseased structures which cause impairment of the 
olfactory sense cannot leave the nerve filaments 
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in condition to resume their formal function. An 
attempt should, however, always be made to re- 
spect, as much as possible, the region where this 
important sense is situated. 

Suppuration, coniag a long continued flow of 
pus into the middle meatus, showing itself either 
anteriorly, or posteriorly in the post nasal space, 
with resulting pharyngitis, laryngitis, asthma, 
etc, and not amenable to ordinary treatment, 
may require surgical procedures for its abatement. 

As a result of the irritating local action of the 
pus, the development of polypi in the middle 
meatus and a severe polypoid degeneration of 
nearly the entire middle turbinate may be so 
rebellious to all ordinary snare and curetting op- 
erations that removal of the ethmoidal cells and 
the turbinate may be necessary. 

If the ethmoidal secretion is in such relation 
to the opening into the antrum that the latter 
acts as a reservoir for the pus, an opening into 
and removal of the ethmoidal cells may be advi- 
sable in order to cure the secondary antral symp- 
toms. 

We may summarize the symptoms of ethmodial 
diseases calling for surgical intervention: Se- 
vere or long continued headache, disturbances of 
vision, displacement of the eye, orbital abscess. 
inflammation of the meninges, syphilis and forms 
of necrosis, obstinate polypi, especially when 
combined with polypoid degeneration of the mid- 
dle turbinate, frontal disease caused by eth- 
moidal obstruction, pus in,the antrum of ethmoi- 
dal origin, severe or obstintte forms of ethmoidal 
suppuration with pus flowing into the post-nasal 
space causing laryngitis, bronchitis, asthma, or 
other disease of the upper air passages. 

An advantage possessed by the ethmoid cells 
over the antrum, frontal and sphenoidal sinuses 
as regards treatment, is that the former are ac- 
cessible by intra-nasal procedures, and they can 
be opened, curetted, drained and treated without 
external openings. It is true that when the up- 
per part of the nostril is narrow from a general 
narrowing of the nose or from a bent septum, it 
may be difficult to gain access to the cells; . but, 
usually. after removal of the anterior end of the 
middle turbinate, (which is often diseased at the 
same time) we are able to penetrate the cells, 
break down the cell walls, give vent to the pus 
and curette the secreting tissues. In my own 
experience, I have found almost no cases where 
other than persistent, perhaps long continued in- 
tra-nasal treatment has seemed to me to be ad- 
visable. 


In every instance the crust formation 
which is so difficult to prevent is directly 
attributable to incomplete removal of the 
ethmoid cells. Lack of space and time 
prevents me from giving a synopsis of the 
discussions on the frontal and sphenoidal 
sinuses; suffice it to say that the sphe- 
noidal sinus being located further back 
than either of the others is of course the 
most difficult to diagnose and treat. Un- 
less the nose is unusually roomy and the 
space under the middle turbinate is quite 
large, it is necessary to remove the ante- 
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rior end of the bone in order to enter the 
ostium. 

T. P. Berens, of New York said: 
It is rarely indeed that the proba- 
bility of disease of the ethmoid cells can 
be excluded when making a diagnosis of 
sphenoidal disease, and also that judi- 
cious treatment of encroaching disease 
of the ethmoid cells will prevent the ne- 
cessity of operative treatment upon the 
sphenoids in cases of pyosinus of the lat- 
ter. He claims that he gets the best re- 
sults from opening the sphenoid through 
the maxillary antrum and the ethmoid 
cells. 

Of course where it is possible to differ- 
entiate between purulent involvement of 
the frontal and sphenoidal cells ,the canals 
leading to them should be thoroughly 
opened and their walls curetted. It has 
been found, however, as Dr. Berens 
stated, that thorough curetting of the eth- 
moid cells gives such free drainage to the 
other cells that operation directed alone 
to them often becomes unnecessary. 


J. H. Bryan, of Washington, speaking 
of frontal sinus operation, said: 


With regard to the frontal sinus operation, in 
1890 I did my first sinus operation, and I tried 
it by the open method. I treated that case for 
one solid year. operating on it twice. The parts 
closed so that it was impossible to make any 
local applications through the external wound. 
I was unduly timid at that time and did not re- 
move enough of the ethmoid, although I did make 
a sufficient passage from the fronto-ethmoid 
region to bring about what I supposed was suffi- 
cient drainage. Unfortunately, the granulations 
were weak and broke down, but the external 
wound closed so that it was impossible to keep 
the parts open. So that is not a method by which 
you are positively sure you can bring about a 
cure after operating even a second time. I wish 
to take exception to the statement that it is im- 
possible to cure these cases except by the open 
method. I have cured the majority of my cases 
by the closed method. I have tried every method 
known to-day except the Killian. Positively I 
do not understand this operation. I have done 
it several times on the cadaver, but when I see 
cases going around as in Europe, showing a fur- 
row, sufficiently deep to put your forefinger in, 
and at the same time cannot feel sure then that 
a cure has been accomplished, I cannot bring 
myself to operate by this method. I saw one 
case of Killian’s -which had to be operated on 
three times, so that is another evidence that the 
Killian method is not a positive cure. I have 
resorted to the so-called Caldwell-Luc method 
in the majority of my cases and all are well to- 
day. 
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One of the most interesting chapters in 
the study of diseases of these sinuses is 
the effect which they have upon the eye 
and it has been in recent years only that 
this has been clearly recognized. 

In the issue of the Journal of the Amer- 
ican Medical Association of Sept. gth, 
1905, appears a very comprehensive ar- 
ticle by W. C. Posey, of Philadelphia, on 
“The Occular Symptoms of the Accessory 
Sinuses of the Nose,” in which he states 
that orbital abscess is usually secondary 
to these sinuses; that displacements of 
the globe may be occasioned by encroach- 
ment of the orbit, by a distended sinus, 
and that blindness may result from an in- 
volvement of the .chiasma through the 
roof of the cavity or by an implication of 
the optic nerve as it passes through its 
foramen in the sphenoid, as a consequence 
of the inflammation in the cells within 
that bone. 

The earliest symptoms of disease of 
these sinuses are often occular and are 
diagnosed as eye strain and are sent to 
the oculist for refraction. Strange to say, 
the correction of these errors of refrac- 
tion do appear in many instances to cor- 
rect the underlying condition, or correc- 
tion of the refraction keeps the other 
symptoms in abeyance. It has even been 
thought that the use of atropine may have 
brought this about by drying up the se- 
cretions. In many instances, however, 
no such desirable result is accomplished, 
but the disease in the nose becomes even 
more intractable and the patient endures 
prolonged suffering and discomfort. The 
involvement of the optic nerve as a con- 
sequence of ethmoidal or sphenoidal si- 
nusitis may vary from a simple oedema to 
an active retrobulbar inflammation. In 
fact, it may be said that in all cases where 
the nerve is affected, careful search should 
be made for disease of one or other of 
these sinuses. 

It must be remembered, however, that 
optic neuritis may arise in individuals 
with sinusitis from other causes, such as 
alcohol, tobacco, etc. One of the chief 
characteristics of optic neuritis from si- 
nusitis is its unilateral character, because 
it is very rare for both nerves to be af- 
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fected in the optic canal by inflammation 
of both sphenoidal sinueses. The location 
of an abscess pointing externally is of 
value as indicating the particular sinus 
affected. Absence of the frontal sinus 
tends to perforate at the middle of the up- 
per lid or at the superior internal angle of 
the orbit. Those due to ethmoiditis at 
the lower inner angle. Disease of the 
sphenoid as a rule manifests itself by an 
early involvement of the optic nerve. 
Ethmoid disease produces asthenopia by 
interference of the intra occular muscles, 
conjunctivitis, etc. Inflammation of the 
antrum of highmore affects the eyes less 
than any other of these sinuses but may 
produce upward dislocation of the globe 
and retrobulbar optic neuritis from infec- 
tion through the lymphatics. 

Disease of the lachrimal apparatus is 
produced more frequently from inflamma- 
tion of these sinuses than from any other 
cause. This is especially the case when 
an empyema of one of the sinuses emp- 
ties itself into the sac or produces ob- 
struction of the canal from inflammation 
of the surrounding structures. The dif- 
ferential diagnosis in this¥ disease can 
only be made by finding the diseased sinus 
in the nose. Persistent blepharitis and 
inflammation of the lids is no uncommon 
accompaniment of inflammation of the ac- 
cessory sinuses. In fact, there is no part 
of the eye which may not be affected. 
Ziem even claims that cataract may result 
from it,and states in support that he found 
opacities in the lenses in many cases of 
suppurative diseases of the nose, and adds 
that in a number of cases of unripe cata- 
ract he improved the vision by treating 
the sinuses. Kuhnt also claims that he 
has seen vitreous opacitus clear up after 
the same treatments. 


Perhaps the most important among the 
direct and indirect results of disease of 
the accessory sinuses of the nose is as- 
thenopia and the refractive errors. It is 
well known that the form of the orbit de- 
termines in a large measure the shape of 
the human eyeball and Kuhnt has proven 
that facial asymetry may result in human 
subjects from a deviated septum, and 
hence purulent accumulations may so 
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modify the relation of the parts as to al- 
ter the shape of the ball and produce the 
short or long, hyperopic or myopic eye. 
Of course headaches of various forms 
and degrees of intensity frequently occur. 
Other constitutional symptoms, such as 
malaise, fever, gastric irritation, epilepsy, 
melancholia, delirium, abscess of the 
brain, etc., etc., are a natural result of 
severer types. 





DISCUSSION OF DR. PORCHER’S PAPER. 

Dr. Kottock: Mr. Chairman, Dr. Porcher’s 
paper is upon a very important subject, not only 
to the specialist but to the general practitioner. 
There are so many of these cases which occur 
and which are overlooked, as one would be led to 
infer from what he has said. The frightful head- 
aches they produce are not always locating where 
the trouble is, and all of those things make it a 
most important subject. There is nothing, prac- 
tically, for me to say in addition te what he has 
said. I think, though, that some cases of what is 
called trouble with the lachrymal sac are simply 
diseases of the ethmoidal cells, which have broken 
through, and they have been diagnosed as diseases 
of the lachrymal sac. I may be wrong in this. 
I have sometimes seen it where it was impossible 
to say where the trouble began, but I have seen 
cases where the lachrymal duct appeared to be 
perfectly patent and through which a _ probe 
passed, but the tissues surrounding the sac were 
diseased, and a probe could be passed through 
into the ethmoidal cells, and while the disease in 
this case may not have begun in the ethmoidal 
cells, they might have been involved by necrosis 
of the bone; I believe there are some cases in 
which this condition takes place. 

Dr. PorcHer: I have nothing further to say, 
except that I think Dr. Kollock is right. I think 
frequently, especially in syphilitic disease of the 
lachrymal duct, the ethmoidal cells are almost 
universally involved at the same time, and if the 
nose is treated internally, instead of depending 
upon an outside opening, we would get better re- 
sults. Dachryo-cystitis is probably, as Dr. Kol- 
lock is aware, one of the most intractable diseases 
which occulists have to contend against. S. Theo- 
bald, of Baltimore, claims that the reason such 
universal failure is met with in opening up these 
cases of dachryo-cystitis is because the opening is 
not made large enough. He has advocated such 
enormous probes that you would hardly think 
they would enter the lachrymal duct at all,—you 
would suppose that if a point of one-eighth to 
one-quarter of an inch were forced through it 
there would be trouble. These probes are intro- 
duced, and it is my belief that if the ethmoidal 
sinus were opened and the cause removed, it 
would not be necessary to pass such a big probe. 

The chief interest about this matter is the ob- 
scurity with which these sinuses are surrounded; 
it is so difficult to diagnose a majority of them. 
So frequently cases producing violent and pro- 
longed headache, lasting sometimes ten or fifteen 
years, are passed over with only temporary relief 
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from medicaments and have nothing permanent 
done for them. I believe if on examination the 
cause were found, the patient would be cured, 
and not allowed to go on until the patient almost 
wanted to commit suicide for want of relief. In 
cases of facial neuralgia you will see many of 
these men suffering because of failure to treat 
the disease in the nose. It seems scarcely 
logical to cut out a nerve center for the relief of 
the neuralgia without finding the cause of the 
trouble first. It is better to remove the cause of 
inflammation than to cut out the gland itself. 
Not only has the spheno-palatine ganglion 
been removed for this disease, but also the 
gasserion ganglion; which is a very dangerous 
operation and from which on frequent occa- 
sions the patient has come within an ace of 
death. I had such a case that had been operated 
on four times. The spheno-palatine ganglion 
and the gasserion ganglion had both been re- 
moved and all the teeth extracted. After that he 
came to me, and told me that not one of the men 
who operated on him had made an examination 
of the nose to find the cause of the trouble. Such 
a statement is hardly credible. You would hardly 
believe that a set of intelligent men would oper- 
ate on a man which came so near killing 
him and never look in the nose to find the 
cause of the trouble. That man had had to have 
the carotid artery tied, and a gallon of salt solu- 
tion injected in this vein, in order to save 
his life. I thought there was sufficient pres- 
sure in the nose to cause the trouble, and I op- 
erated on him and he got relief for several months, 
but he would never allow me to give him chloro- 
form, so as to open the antrum and pass my finger 
in and get at the trouble. 

Another was an old man whose wife thought he 
never would be in condition to work again, be- 
cause of this fierce pain from facial neuralgia. He 
was operated on, and ! found identically the 
same condition. That has been about three years 
ago, and he has been working steadily ever since. 
While he has had some return of the pain, he has 
been able to resume his business, and 1 was very 
much pleased with the result. 





PROCEEDINGS OF COUNTY SOCIETIES. 


Medical Society of South Carolina, Charles- 
ton, S. C. 


Regular meeting held at Roper Hospi- 
tal, October 2nd, 1905, at 8:30 p. m. 

After the transaction of routine busi- 
ness, Dr. Rees was called to the Chair, 
and the President, Dr. W. P. Porcher, 
read an instructive and interesting pa- 
per on “Diseases of the Accessory Si- 
nuses in the Nose,” being a review of re- 
cent work on that subject. 


(See paper and discussion elsewhere. ) 


October, 1905. 
Medical News. 


Dr. Rees: I will report very briefly a case op- 
erated on some time ago under a mistaken diag- 
nosis, which was rather rare and of some interest. 

This case was that of a nurse in the Training 
School who started off with an irregular illness, 
complaining of digestive disturbance with rather 
slight temperature which she had had two or 
three days before I saw her. This temperature 
ran on, varying somewhat, resembling typhoid, 
for several days; examination made of the blood 
was negative on three separate occasions. She 

° ° ° ff. ° 
developed quite an acute pain in the right side, 
about which I felt some anxiety, which continued 
from Saturday until Monday, increasing all the 
time, and on Monday the temperature ran higher 
and the pulse increased in rapidity; the area 
of tenderness on the right side was increased. The 
symptoms seemed to indicate a rapidly progress- 
ing appendicitis, and I made an operation on her, 
In opening the abdomen, the appendix was read- 
ily found and brought out, and was very little in- 
flamed.—so little that it was impossible to tell 
whether there was anything the matter with it 
at all; but in the neighborhood of the appendix, 
in three or four inches above the ilio cecal valve, 
in the caecum, there were three enlarged glands 
that had gone to the extent of almost breaking 
down into a gangrenous mass, dark blue, and 
looked extremely angry. Inflammation was lim- 
ited to these glands, not extending to the bowel, 
and the bowel above was not inflamed. I took 
these glands out carefully, some little distance 
from the inflamed surface, resecting through 
perfectly healthy structure. The patient improved 
markedly; temperature became normal, and the 
pulse fell to about 80. The trouble seemed to 
be cleared up by the removal of these glands that 
were so rapidly undergoing changes. 

After five days of normal temperature she de- 
veloped a temperature which was hard to ac- 
count for, and which ran along for three or 
four days, gradually increasing in the evening. 
Another blood test was made, and the_ reaction 
was then very positive and promptly so. This case 
ran along through a rather mild typhoid, and 
recovered absolutely. 

Dr. CorNELL: I would like to report a case 
of Uncinariasis under my care, simply to call 
attention to the marked degree of anaemia that 
has taken place. 

A small boy at the cigar factory came to my 
office a few days ago, looking the picture that 
you see in these cases. I made him return next 
day with a specimen of his stool, and finding the 
eggs in it, sent him home with a prescription of 
thymol. The next day I took the blood, and found 
it, as I thought, below 5% haemoglobin. The 
boy was very puffy and waxy in appearance; his 
lips bluish and his heart very irregular and weak. 
After seeing him that morning, his mother sent 
for me about 2 o’clock, and I found the boy had 
intense pain; his pulse had gone to pieces pretty 
much, and I had to stimulate very freely. But 
the degree of anaemia was the thing I thought 
very important, showing how it can develop. I 
think in these cases the earlier the treatment is 
started the better. 
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Dr. PorcHer: How did you administer the 


thymol ? 


Dr. CorNELL: I gave the boy two powders, of 
twenty grains each. First, I wrote a prescription 
for salts, to be given at night. Some army man, 
who has done a great deal of work in Porto 
Rico, claims that oils or alcohols cause the thy- 
mols to be changed into carbolic acid, and we 
had one case at the hospital some time ago that 
apparently resulted from that—so I warned them 
against alcohols. Finding his bowels had been 
running off very well, I did not give him the 
salts that morning, but gave him those two pow- 
ders of thymol in plenty of water, the second 
powder two hours after the first. and then, if the 
bowels didn’t move, left directions to give him 
salts. He has done nicely. This disease is fair- 
ly easily recognized, and search for the eggs 
should be made in any case of marked anaemia. 
After the lapse of a week an examination should 
be made again for the eggs, and if present the 
treatment with thymol should be repeated. The 
patient should also be put on iron. That is about 
all the treatment there is. 

Dr. PorcHer: I have to report a case of what 
appears to be epithelioma of the sublingual gland 
in a man 75 years of age. 

I have not been able to get a report from the 
pathologist, but take it to be that. I operated on 
it about a week ago, and there has been some 
return. I cauterized it very thoroughly after the 
operation, and have done so again. I found a 
decided return of it again this morning on the 
left hand side, and I cauterized it very thorough- 
ly, and am in hopes of being able to keep it 
down. 

The patient is quite an old man, about 75 years 
of age, and I did not find the jaw-bone infected, 
as I expected, nor the glands tender, therefore 
I didn’t find it necessary to take out the whole, 
or even a part of the tongue, or even a portion of 
the jaw-bone, but removed the gland under the 
tongue, and cauterized it severelv with an electric 
knife. I hope to be able to keep it down by that 
treatment. and will report it again so as to have 
the diagnosis cleared up. 


There being no further business, the 
meeting, on motion, adjourned. 


NOTES AND REVIEWS. 


Surgery. 
T. P. WHALEY, M. D. 


INJURIES OF THE UTERUS DURING GYNAECOLOGICAL 
OPERATIONS, 


In the Amer. Jour. of Urology, Sept., 1905, 
Charles Green Annston of Boston sums up a 
lengthy and able article on “Injuries of the Ure- 
ters During Gynecological operations” as follows: 

During a laparotomy the greatest care must 
be taken in order to avoid injuring the ureter. and 
the abdominal incision should not be closed until 
one has made certain that no operative lesion ex- 
ists. If the ureter has been tied off, the ligature 
should be loosened and each vessel should be 
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ligated separately. If the ureter has been incised, 
the opening should be closed by sutures, when it 
is not larger than one-third of the circumference 
of the canal, and this should be done after a ure- 
teral catheter has been inserted, because by 
this means the opening can be closed more secure- 
ly anc the danger of stenosis is thus avoided. On 
the whole it may be said that the use of imme- 
diate suture depends entirely upon the direction 
of the opening in the ureter, because if this is ob- 
lique it is easier to do than if one is dealing 
with a transverse section, and the outcome is 
apt to be far more favorable. If the wound is 
too large. or if the ureter has been completely 
cut through, the technique will then depend upon 
the position of the injury. If this has occurred 
near the bladder, the renal end of the ureter 
should be implanted into the latter organ, while, 
if it is situated higher up, so that the ureter can- 
not be brought down to the bladder without ten- 
sion, anastomosis will have to be resorted to. 
This can be done end to end, after having obli- 
quely cut the extremities, or by invagination of 
the upper into the lower end, or by lateral im- 
plantation. Should all these methods be impos- 
sible on account of the resection of a portion of 
the ureter, implantation of the injured ureter 
into the normal one must be tried and when this 
is impossible, nothing is left but nephrectomy, 
which, as we have already pointed out, should 
be, if possible, secondary. 





PENETRATING WOUNDS OF THE ABDOMEN. 


In concluding an excellent article on “Pene- 
trating Wounds of the Abdomen” (Journal Amer. 
Med, As.. Oct. 7th, ’05), Dr. Dandolph Winslow 
of Baltimore summarizes his cases as follows: 

Total number of undoubted penetrating 
wounds of the abdomen treated, 29. Cases in 
which laparotomy was not done, 5; of which, 
one patient recovered, 20 per cent., and four pa- 
tients died, 80 per cent. 

Penetrating wounds of the abdomen, in which 
laparotomy was done, 24; of these, 15 patients 
recovered, 62.5 per cent., and 9 died, 37.5 per 
cent. 

Penetrating wounds of the abdomen, with per- 
forations of the hollow viscera, 20; I1 patients 
recovered, 55 per cent.. 9 died, 45 per cent. 

Gunshot wounds with perforation of the hol- 
low viscera, 16; 7 patients recovered, 43.75 per 
cent., 9 died, 56.25 per cent. 

Stab wounds with perforations of the hollow 
viscera, 4; 4 patients recovered, 100 per cent. 

Penetrating wounds in which various lesions 
were found, but without actual perforations of 
the hollow viscera, in which laparotomy was 
done, 4 patients, all of whom recovered. 

While the cases here enumerated are too few 
to prove much, they are nevertheless suggestive 
—without operation 80 per cent. of the patients 
died; with operations, 62.5 per cent. recovered. 





DIAGNOSIS OF RENAL CALCULUS. 


In the N. Y. Med. Journal and Philad. Med. 
Journ., Feb. 4, 1905, Johnson. after discussing the 
subjects in a general manner, takes up the tech- 
nique of Skiagraphy and comes to the following 
conclusions : 
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The positive diagnosis of kidney stone by the 
X-ray is reliable and of great practical value. 

The negative diagnosis of kidney stone by the 
X-ray is reliable and valuable up to a certain 
limit. 

If pictures of a proper quality are obtained, 
calculi of oxalate of lime and phosphates can 
be excluded. Pure uric acid calculi cannot. 

Pictures of a proper quality can be obtained 
with ease in children and slender adults of both 
sexes. 

Such pictures can usually be obtained by re- 
peated trials, in well nourished adults. 

When patients are unusually stout, when the 
abdomen is very thick and the buttocks are large, 
the conditions are extremely difficult, and only 
occasionally will a satisfactory result be obtain- 
able with the present form of apparatus. 





Materia Medica and Therapeutics. 


J. L. NAPIER, M. D. 





PNEUMONIA, 


There has been far too much “prescribing for 
pneumonia,” and too little accurate fitting of 
remedies to the diseased conditions presenting 
themselves in the cases that come before us. Dr. 
Carrington wisely alludes to the use of strychnine: 
which is far from being a remedy for pneumo- 
nia, and is capable of doing great harm when 
given without judgment. In the hyperemic 
stage, when the abnormal vasomotor condition 
constitutes practically all the disease that then 
exists, the powerful action of strychnine in con- 
tracting the paretic pulmonary capillaries is of 
great importance; and after the alimentary canal 
is emptied and disinfected the tumultuous heart 
action sedated, and vascular tension elsewhere 
relaxed by aconitine and veratrine, the attack may 
be dissipated so quickly that the physician 
trained quickly in the stock ideas of the text 
books, doubts that he really was dealing with a 
case of pneumonia. But later, when the lung is 
solidified by an extravascular effusion, the vaso- 
motor conditions are less prominent and the 
function of strychnine and digitalis is limited to 
the need of the heart for support. This position 
I believe is impregnable. 

One further point I wish to make is that this 
method of applying the remedial agents to condi- 
tions, instead of to diseases by their names, is 
not only incomparably more effective, but is much 
éasier than the ordinary method. This is neces- 
sarily the case, since it involves a study of na- 
ture instead of art; the study and treatment of 
the case before us instead of that typical one 
pictured in the books, with more or less accuracy, 
but which is, at the best, only an average of the 
possibilities presenting in all cases, but which 
may not be realized in any one case. This may 
be illustrated by an experience the writer had in 
obstetrics: During one year he attended 54 
cases. The average period of gestation was 
exactly as given in the text books, 9 months and 
5 days. but in point of fact not one of the 54 
cases came otf on exactly the average day. 

—(Extracted.) 
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OBSERVATIONS ON THE DIAGNOSIS AND TREATMENT 
OF HERPES ZOSTER. 


To the New York Medical Journal of June 
17, 1905, Robinson contributes a paper, at the 
close of which he recommends the following plan 
of treatment: 

Rest, attention to the general nutrition of the 
body, the combating of microbes, the application 
of cold over the affected ganglia, a coal-tar pre- 
paration for the toxemia, and codeine and bro- 
mide of potassium for pain not controlled by the 
antipyrin. Local treatment consists in aseptic and 
antiseptic measures. If the case is seen at a 
very early stage, the affected area can be disin- 
fected in the usual manner by soap and alcohol 
and. then painted with flexible collodion and 
when convenient an antiseptic gauze applied. If 
seen later, when vescicles are changing in color, 
an ointment of boric acid and bismuth subnitrate, 
and avoidance of soap and water, meet the indica- 
tions. Later ichthyol can be added to the oint- 
ment, or an antiparasitic preparation. as the am- 
moniated chloride of mercury ointment with rose 
ointment, to which bismuth may be added, and 
also ichthyol, 

For the persistent neuralgias following zoster, 
anodynes and the faradic current or «-ray may 
be of some curative value, but on account of 
probable structural changes in the nerves and 
connective tissue of the ganglia, the condition is 
very rebellious to usual methods of treatment for 
neuralgia. Tonics, such as phosphide of zinc, 
and alteratives, such as arsenic, are also recom- 
mended. 


THE HYPODERMIC USE OF ADRENALIN CHLORIDE IN 
THE TREATMENT OF ASTHMATIC ATTACKS. 


In the Medical News of May 13, 1905, Kaplan 
after a trial of this plan of treatment says that if 
a conclusion is to be permitted from the number 
of patients studied in the Montefiore Hospital, it 
is safe to say that the contra-indications to the use 
of adrenalin chloride are generally overstated. 

If carefully administered the drug may be used 
in effective dosage even in subjects with arter- 
iosclerosis. 

It is fair to contend that we have in adrenalin 
a drug which is more efficient in the relief of 
asthmatic attacks than those ordinarily used in 
the treatment of those conditions. 

Even large doses of the drug freely used do 
not give rise to a glycosuria. ; 

Adrenalin chloride has a distinct place in the 
therapeusis of asthmatic seizures. 

Although relieving the paroxyms with greater 
promptness and certainty than most of the other 
drugs at our command, the hypodermic use of ad- 
renalin chloride is in no sense curative of the dis- 
ease as such, and equally useless are prophylactic 
injections. (Extracted.) 


RETENTION OF UREA IN NEPHRITIS COMPARED WITH 
THE RETENTION OF CHLORIDS. 


According to F. Widal and A. Javal (La Se- 
maine Med., July 5, 1905), the classic picture of 


uremia is a mixture of symptoms due to the re- 
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tention of urea and of chlorids. Either of these 
substances may suffer retention separately. and 
give rise to distinct symptoms. The authors pro- 
pose the terms “chloridemia” and “azotemia,” to 
distinguish the two conditions. The condition of 
chloridemia can only be determined by a study of 
the balance between the chlorids ingested and 
those excreted. The chlorids do not accumulate 
in the blood, but pass to the tissues, where they 
attract water and give rise to edema. Urea, on 
the other hand, do not accumulate in the blood, 
and the presence of an excess in the serum is the 
best evidence of its retention. The normal quan- 
tity is 0.2 gm. to 0.5 gm. per liter; in the terminal 
periods of nephritis it may rise to 3 gm. or 4 gm. 
The excretion of urea must be gauged by the pro- 
portion between the ingested proteids and the 
urea in the blood. The retention of urea alone 
never leads to edema, the latter being caused only 
by a retention of chlorids. Urea, in fact, has 
been shown to have a certain degree of diuretic 
influence. Both chloridemia and azotemia have 
certain symptoms in common, such as Cheyne- 
Stokes’ respiration and epileptiform attacks. Azo- 
temia is especially characterized by anorexia and 
torpor, the former gradually becoming complete 
and the latter being a true narcosis. The proper 
tredtment of chloridemia is a complete with- 
drawal of chlorids from the food, while azotemia 
must be met by a reduction in proteids. A diet 
of milk sugar is especially recommended for the 
latter condition, the amount being 100 gm. to 150 
gm. daily. The authors decry the milk diet usu- 
ally advocated in severe nephritis and uremia. 
They claim that it affords an excess both of wa- 
ter and of proteids. They advocate rather a mix- 
ture of milk and vegetables, especially the green 
and starchy vegetables. They do not prohibit 
meat altogether, but proportion its quantity to the 
amount of urea in the blood. These recommen- 
dations do not rest solely on a theoretic.basis, but 
have been justified by practical demonstrations.— 
Amer. Med. 





OBSTETRICS AND PEDIATRICS. 


A NEW METHOD OF DELIVERING THE SHOULDERS. 


LANE MULLALLY, M. D. 


Kerr (Medical News, Sept., ’05) describes a 
new method of delivery of the shoulder. 

The patient lies on her left side, the head 
delivered and rotation accomplished, he then 
places his left hand on the right side of the 
child’s head and presses back firmly. This stretch- 
es the perineum from its circumference laterally 
and posteriorly toward the center and anteriorly. 

By carrying the left shoulder back into the 
perineum the right shoulder is lowered into the 
pubic arch; when a pain ocurs the left shoulder 
can not descend, because it is held well back 
and high up in the perineum. 
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The right shoulder descends, and as it does so 
it describes part of a circle around the left 
shoulder held as a fixed point high up in the 
perineum so that the course of the right shoulder 
is downward and slightly backward, bringing the 
prominence of the shoulder well back into the 
vulvo-vaginal outlet, and the right arm below 
the shoulder into the pubic arch. 

One pain is usually enough to bring down the 
right shoulder and cause it to bulge well out of 
the vulva. When this is accomplished, the fin- 
gers of the left hand, which are making backward 
pressure, low down. on the back of the neck or 
upper end of the spine, are closed and the physi- 
cian presses up. This increases the space between 
the back of the child, and the maternal soft 
parts on the left side below and opens the right 
axilla. Through this opening in the axilla the 
forefinger of the right hand is passed, and hook- 
ed around the arm, close to the shoulder, bring- 
ing it down behind the child’s back out of the 
vulva, and sweeping it over the pubic arch 

Then, before relaxing the grip with the left 
hand the right hand is placed on the left side of 
the child’s head, and with the left supporting the 
perineum, by a downward, forward and slightly 
upward movement, delivery is effected. 

Thus before there is the slightest strain on 
the anterior part of the perineum, the long dia- 
meter, from the tip of one shoulder to the tip 
of the other (bisacromeal) is exchanged for the 
shorter diameter. from the axilla to the tip of 
the opposite shoulder (axilla acromial) as a pre- 
senting part, the difference again between la- 
ceration and practically no danger of laceration. 

This procedure is mainly applicable to uncom- 
plicated cases, which are in the great majority. 
It can be employed in most forceps’ cases by 
removing the instruments. 


POST-PARTUM HEMORRHAGE. 


Johnson (Am. Journal Obstetrics) recognizes 
the value of hot water uterine douches, and 
gauze packing to control dangerous post-partum 
hemorrhage, but would add the Faradic current. 
It possesses the advantage of being extra-uterine, 
and free from septic dangers. Johnson says that 
while other methods are worthy of trial, and 
have frequently succeeded in mild cases they 
should not be depended on or valuable time is 
lost. If serious danger threatens, the three ap- 
proved remedies above mentioned should be re- 
sorted to at once in the order named—Faradic 
current, hot intra-uterine douches, and gauze 
packing. He cites cases in proof of his belief. 





VULVA-VAGINITIS AMONG CHILDREN. 


Cotton (Archio, Ped) urges the establishment 
of detention wards in every hospital for children, 
in which the patients may be watched for at least 
14 days before admission to the general wards 
in order to determine freedom from acute in- 
fections, and isolation wards for removal of sus- 
picious cases. Female infants are especially sus- 
ceptible to gonorrhoea. Children with this dis- 
ease should be isolated in the care of a special 
nurse, and with individual toilet articles, bed- 
ding, etc. 

The physician and nurse should exercise as 
great care in sterilization before going from 
them to other patients as with other acute in- 
fectious diseases. 














GYNECOLOGY. 


C. M. REES. M. D, 


MALIGNANCY IN UTERINE MYOMATA. 


In the October number of the American Jour- 
nal of Obstetrics and Diseases of Women and 
Children, Dr. Henry F. Lewis, of Chicago, writes: 

Uterine myomata, more properly called fibro- 
myomato, are typically benign and innocent of 
growths which only cause trouble by reason of 
their mechanical presence, resulting in pressure 
symptoms; by reason of their influence upon the 
uterine musculature and endometorium, result- 
ing in hemorrhage and by reason of their degen- 
eration resulting in gangrene, infection or ma- 
lignancy. Sarcomatous disease usually develop in 
the substance of one of several myomata, and may 
exist in the subserous interstitial or submucous 
varieties indefinitely. Carcinoma, contrary to the 
opinion expressed by many authors, is a more 
frequent accompaniment of fibromyoma of the 
uterus than is sarcoma. A few authors believe 
that the muscle cells of a myoma themseives may 
change and become of the epithelial character of 
carcinoma, just as they may become changed into 
the spindle cells of sarcoma. Roger Williams 
states that carcinoma co-exists with fibroids in 9 
per cent. of the cases of fibroids, but that carci- 
nomatous degeneration of the fibromyoma is of 
rare occurrence. 

That there is an etiological relation between 
adenocarcinoma of the corpus uteri and fibro- 
myoma seems probable, although the exact rela- 
tionship: cannot be stated. Richelot says that 
every fibroma of the uterus is accompanied by 
hypertrophy of the mucus membrane of the 
uterus. He also expresses the opinion that 
fibroids really predispose a uterus to malignancy. 


ASEPTIC OPERATIONS. 


In the transactions of the Southern Surgical 
and Gynecological Association (1904) Dr. Henry 
T. Byford, of Chicago, gives a practical and in- 
teresting paper on “Some Points in the Technique 
of Aseptic Operating.” He observes that as infec- 
tion not infrequently occurs as the result of an 
imperfection in our antiseptic detail, it is well 
for us to occasionally discuss the subject and 
critise our methods, that we may reject the bad 
and adopt the good. The most important point 
in the prevention of operative infection is, of 
course. to keep our hands out of septic matter 
for a considerable period of time before operat- 
ing, for it is a physical impossibility to remove 
all infective material from the deeper layers of 
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the cuticle. He draws this comparison: If by 
looking through a strong lens we magnify the 
skin of the hands to the extent that the epithelial 
scales assume the size of the ordinary fish scales, 
and magnify also the bristles of the nail-brush 
in proportion it will not seem unreasonable to 
compare the scrubbing of our hands and fingers 
to the scrubbing of ten fishes with a brush whose 
bristles are much larger in diameter than the 
fish scales, or about as large as a thumb. On 
the human skin the scales grow in more layers 
than on fish, and are situated on rugae and pa- 
pillae and in folds and sulci. Besides, the hu- 
man skin has many hairs with scaly surfaces and 
individual follicles, and has also many sweat 


glands. When we reflect that these hair follicles 
and epithelial tissue are the natural habitat of 


the staphylococcus albus, we realize that the 
cleaning and sterilization of many fish skins is 


child’s play compared with sterilization of our 
hands. In fact, our hands canot be made clean 
and sterile except by removing the cuticle, “a 
procedure which I am not prepared to advocate.” 
Gloves do not constitute an ideal coating. They 
interfere with delicacy of manipulation. They are 
dangerous because they excite sensible perspira- 
tion and thus bring germs from the deeper lay- 
ers of the cuticle to the surface ready to infect 
the patient through possible tears and punctures. 
The old way of thoroughly preparing the skin 
and then applying a germicide that will harden 
the surface and check perspiration, and that can 
be removed from time to time during a long oper- 
ation, still seems to be very nearly the ideal meth- 
od of treating a surface that cannot be sterilized 
except in a most superficial manner. He consi- 
ders of great importance in addition to scrub- 
bing a certain amount of soaking which is neces- 
sary to soften and loosen up the dirt between the 
epithial scales and at the bottom of depressions. 
He thinks 20 minutes not too long to devote 
to scrubbing and soaking the hands in soapy wa- 
ter. Water drawn into a basin and frequently 
changed is preferable to running water, because 
a better and soapier soaking is possible. After 
a most thorough cleansing with green soap some 
stain or hardened inorganic matter that may be 
insoluable in the alkali is apt to remain on the 
skin, and hence a short scrubbing in diluted ace- 
tic, citric, or oxalic acid is desirable. This dis- 
solves the remaining inorganic matter and more 
thoroughly exposes the underlying cuticle. In 
order to penetrate still deeper and to harden the 
cuticle which has been swelled and loosened by 
the alkaline scrubbing and soaking, a scrubbing 
and soaking in 90 per cent. or 95 per cent. alco- 
hol is desirable, if not essential. The harder the 
cuticle becomes under this process the more 
completely are the underlying and unreachable 
staphylococci covered up and imprisoned in the 
depths of the cuticle. The hands would now be 
sufficiently prepared for a short operation, but 
they may be more efficient and more durably 
rendered safe for a long operation by an addi- 
tional scrubbing and soaking for five minutes in 
a IT: 2000 aqueous solution of mercuric chloride. 
This not only quickly destroys germs if it finds 
any, but it still further hardens the cuticle and 
forms a sort of film of albumen or albuminade 
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of mercury, which imprisons the germs beneath 
the surface. The film would be softened and per- 
haps be worked off during a protracted operation. 
were it not that by dipping the hands and arms 
in the mercuric solution to fortify or renew it 
every ten or fifteen minutes, and practically 
ensure an aseptic handling of the tissues during 
the entire operation. Dr. Byford deprecates the 
mixing up the steps of the preparation of the 
hands and arms by using a combination of green 
soap and alcohol, or by dissolving the mercuric 
chloride in alcohol. One substance interferes 
with the best action of the other, and alcoholic 
solutions of mercuric chlovide have been found 
to be less efficiently antiseptic than aqueous so- 
lutions of the same strength, 

This paper was freely discussed by Drs. Bovie, 
of ‘Washington, D. C., Bonifield of Cincinnati, 
Stone of Washington, D. C., Charles H. Mays of 
Rochester, Minn., Martin of New Orleans, Wil- 
liams of Baltimore, McMurtry, of Nouisville, 
Ky., Sherrill of Louisville, Ky., Long; of Greens- 
boro. N. C., and Carr of Washington, D. C. In 
the main, those who discussed this paper were 
in accord with the plan of preparation as laid 
down and outlined by Dr. Byford, with one ex- 
ception—i. e., in the use of rubber gloves, the 
general concensus of opinion being that rub- 
ber gloves, even after the most careful antisep- 
tic preparations, afford a most valuable and 
safe protection for the hands. 





PATHOLOGY AND BACTERIOLOGY. 
N 


%) G. MC F. MOOD, M. D. 


THE PATHOGENIC ACTION OF AMOEBA COLI. 


M. Ch. Dopter (Annales de L’institute Pasteur, 
July, 1905), in studying the pathogenic action 
of the Amoeba Dysenterica, concludes as follows: 
“That the Amoeba enters the intestinal walls 
through the mucous membrane and not through 
tne sub-mucosa as usually claimed. It does not 
enter through the gland orifices, but through the 
epithelium which }:nes the internal surface of the 
mucous membrane and proceeds thence into the 
adjoining inter-glindular tissue. At its point 
of entrance the :moeba invades the gland while 
going througk the basement membrane of the 
epithelium. Advancing thus, it traverses the mu- 
cous membrane, where it is arrested for a time, 
having to pass ‘through the musculosis mucosae, 
and emerge in the sub-mucosa. After it has en- 
tered the tissues, the amoeba excifes at once, both 
locally and for some distance around an inflam- 
matory reaction, which opposes its invasion. This 
reaction is soon followed at each point with 
which the parasite comes in contact by a process 
of necrosis, a constant manifestation, and one 
necessary to its pathogenic action. 
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ACTION OF COPPER ON TYPHOID BACILLI. 


A. H. Stewart discusses this subject in the 
American Journal of the Medical Sciences, May, 
1905. When water containing typhoid bacilli is al- 
lowed to stand for a time, though there may be a 
temporary increase, their natural tendency is to 
die, and this they do gradually, with their entire 
disappearance in the course of a few hours or 
days. Tests were made, as to the time necessary 
for the disappearance of typhoid organisms placed 
in sterile Schuylkill water and that (unsterilized) 
taken directly from the tap and from the surface 
of the river, containing large numbers of water 
flora. A specimen of each of these waters, placed 
in vessels of glass, porcelain, tin and copper, 
were kept at room temperature, and plated every 
15 minutes for periods ranging from 3 to 6 
hours. 

Sterile water inoculated with typhoid bacilli 
and placed in the copper vessels always showed 
the disappearance of the organisms in one (1) 
hour. Sterile water, similarly inoculated, and 
placed in tin vessels, always showed living or- 
ganisms after 24 hours. The results with sterile 
water, similarly inoculated, and placed in glass 
vessels exposed to light, were not constant, but 
organisms were always present, at the end of 3 
hours. 

Sterile water, similarly inoculated and placed 
in enamel vessels, showed a slight decrease in the 
number of organisms in 3 hours. Sterile water, 
similarly treated and placed in aluminium ves- 
sels, showed that the typhoid bacilli had entirely 
disappeared at the end of 3 hours. 

Raw tap water, inoculated with typhoid bacilli, 
and placed in glass vessels, showed occasionally 
a diminution in the number of typhoid organisms, 
but as a rule the number was increased at the ex- 
piration of 3 hours. 

Raw tap water, containing considerable vege- 
table matter and large numbers of water organ- 
isms, when inoculated with typhoid bacilli in 
very large numbers and placed in a copper vessel, 
showed no living typhoid bacilli in from 134 to’ 
2™% hours, 

The amount of colloidal copper given off from 
a I liter copper vessel in 3 hours was I par’ to 
4,000,000. This amount killed all of the added 
typhoid organisms in from 13% to 2% hours, and 
chemical experience has shown that this amount 
of colloidal copper is harmless, when taken into 
the human system. 

In epidemics of typhoid fever, water could be 
purified of typhoid organisms by allowing it to 
stand in a copper vessel for 3 hours. 


AGGLUTINATION OF DEAD CULTURES. 


E. Andrade (Medical News, May, 1905) con- 
cludes that living and dead cultures of typhoid 
bacilli are about equally sensitive to the action 
of the agglutinins of typhoid fever, though they 
may take longer to effect the dead than the liv- 
ing. Occasionally it is quicker with the dead 
cultures. The dried blood method is equally ef- 
fective in both. The reaction is more characteris- 
tic with the dead than with the living cultures; 
moreover, there are no pseudo-reactions with 
dead cultures. Dead cultures retain their sensi- 
bility to the agglutinins for quite a long time, 
the writer having used one culture for 6 months. 
which still acts typically. 
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DIRECTORY OF COUNTY SOCIETIES. 


Abbeville, Sec., Dr.C. C. Gambrell, Abbe- 


ville, S. C. 

Aiken, Sec. Dr. W. C.. R. Turnbull, 
Aiken, S. C. 

Anderson, Sec., Dr. J. B. Townsend, An- 
derson, S. C. 

Bamberg, Sec., Dr. J. J. Cleckley, Bam- 
berg, S. C. 

Barnwell, Sec., Dr. L. F. Bonner, Black- 
ville, S. C. 

Beaufort, Sec., Dr. M. G. Elliott, Beau- 
fort, S. C. 


Berkeley,—Not organized. 


Charleston, Sec., Dr. J. C. Mitchell, 
Charleston, S. C. 


Cherokee, Sec., Dr. B. L. Allen, Gaffney, 
>. 

Chester, Sec., Dr. W. B. Cox, Chester, 
> 


Chesterfield,—Not organized. 


Clarendon, Sec., Dr. L. C. Stukes, Sum- 
merton, S. C. 


Colleton, Sec., Dr. Chas Es Dorn, Wal- 
terboro, S. C. 


Darlington, Sec., Dr. J. C. Lawson, Dar- 
lington, S. C. 


Dorchester, Sec., Dr. J. B. Johnston, St. 
George’s, S. C. 


Edgefield, Sec., Dr. J. G. Edwards, Meet- 
ing St., S. C. 


Fairfield, Sec., Dr. R. B. Hannahan, 
Winnsboro, S. C. 


Florence, Sec., Dr. F. H. McLeod, Flor- 
ence, S. C. 


Sec., Dr. Olin Sawyer, 
Georgetown, S. C. 


Greenwood, Sec., Dr. R. B. Epting, 
Greenwood, S. C. 


Greenville, Sec., Dr. J. R. Ware, Green- 
ville, S. C. 


Georgetown, 





October, 1905. 


Hampton, Sec., Dr. C. A. Rush, Hamp- 
ton, S. C. 


Horry, Sec., Dr. J. A. Norton, Conway, 
Ss. G. 


Kershaw, Sec., Dr. S. C. Zemp, Camden, 


> G 

Lancaster, Sec., Dr. J. E. Poore, Lancas- 
ter, S. C. 

Laurens, Sec., Dr. R. E. Hughes, Lau- 
rens, S. C. 

Lexington, Sec., Dr. J. J. Wingard, Lex- 
ington, S. C. 

Marion, Sec., Dr. H. A. Edwards, Latta, 
= < 

Lee, Sec., Dr. L. H. Jennings, Bishop- 
ville, S. C. 

Marlboro, Sec., Dr. J. H. Reese, Tatum, 
> 


Newberry, Sec., Dr. J. G. McMaster, 
Newberry, S. C. 


Orangeburg, Sec., Lin. C. Shecut, 
Orangeburg. 
Oconee, Sec., Dr. D. L. Smith, Newry, 
; - <. 
Pickens, Sec., Dr. H. E. Russell, Easley, 
5... 


Richland, Sec., Dr. Mary R. Baker, Co- 
lumbia, S. C. (Columbia 
County Medical Co.) 


Saluda, Sec., Dr. J. D. Waters, Coleman, 
S. C. 


Spartanburg, Sec., Dr. O. W. Leonard, 
Spartanburg, S. C. 


Sumter, Sec., Dr. Walter Cheyne, Sum- 


or, & C. 
Union, Sec., Dr: Theo. Maddox, Union, 
.. <. 


Wiliamsburg,—Not organized. 


York, Sec., Dr. J. R. Miller, Rock Hill, 
eo 
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COMMUNICATION FROM THE SECRE- 
TARY. 


(COUNTY SOCIETIES WITH MEMBERS. ) 


The Secretary herewith publishes for 
the second time the list of Societies 
which have affiliated with the State As- 
sociation according to the Constitution 
and By-Laws recently adopted by the As- 
sociation, and realizes the incompleteness 
of the same. He appeals to the secre- 
taries of the County Societies to aid him 
in making this list as complete and cor- 
rect as possible. This can only be ac- 
complished with their aid, and he ear- 
nestly requests the County Secretaries to 
carefully compare the published lists 
with their own, and to notify him as soon 
as possible of any alterations or correc- 
tions, so that the next list, which will ap- 
pear in the November issue, and which 
will be the final publication, shall be 
complete in every detail. Counties which 
have not yet affiliated are urged to do so 
before the last publication. Affiliation 
consists in applying for a charter, send- 
ing a list of officers and members, and in 
sending the three dollar per capita dues. 
Until all of these requirements are ful- 
filled, no charter can be issued or mem- 
bers of County Societies accepted as 
members of the State Association. 


ABBEVILLE. 
(ABBEVILLE COUNTY MEDICAL SOCIETY.) 


Secretary, C. C. Gambrell, Abbeville. 





J. A. Anderson i Autreville. 
Ie. Be i cickcesinencsvchansteniipeniastacenian Due West. 
RRR Mt. Carmel. 
2 eo Troy 

a rere Mt. Carmel. 
ag eee Abbeville. 

OF Fe a isncscescecnncncemend Abbeville. 

i a a 

De E.R ecincsesrncineecasnonevennial Abbeville. 
1. GC. Raipoteicke...._._._...... Lowndesville, 
ae Autreville. 
G. A. Neuffer seeeceseceseeseeeeAADbeville. 

i SRE Due West. 
J. D. Wilson...........-.-----0--2-+--+--+-eLowndesville 
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BARNWELL. 
(BARNWELL COUNTY MEDICAL SOCIETY.) 
Secretary, L. F. Bonner, Blackville. 


a: IE cciamieatie 


.....blackville. 


Blackville. 





L. 
D. K. Briggs 
> 


R. Hickson Apindlnnsbiancictevetennmantaishiaieh 
ee eee 


...... Barnwell, 


} ene Williston. 

E. L. Patterson..........................Barnwell, 

A EE 
CHARLESTON. 


(MEDICAL SOCIETY OF SOUTH CAROLINA.) 


Secretary, J. C. Mitchell, Charleston. 


>raAOn 
in 
wn 
oo 
= 
— 


Sa 
o 
oo 
© 
3 
a 
° 
= 


. L. Brodie, Hon., 


oo eee vuibaneds rss 
1M Reeeereeeen titer ene 
a aan eee 
= a ee 
eee 


H. W. DeSaussure 


Jno. Forrest 
a” 


2 y  aeea: 


W. H. Huger 


B. ‘W. Hunter........... ae 


H. P. Jackson 
F. B, Johnson 
W. H. Johnson 


eee, 


C. W. Kollock 


Wm, Mazyck 
A. Memminger 


a! ee: 


G. McF. Mood 
Lane Mullally 
E. F. Parker 


W. P. Porcher 


eee eee NE 


eee 


FP. L. Pavkor, Mon... .....<c 
a i Eee _ 
BW. TIO occnscecsnecvsceee 
ee eee 
C. 1. Sebroedec...................... 
Manning Simons, Hon......... 
pe eee 


ane Charleston. 
eal Charleston. 


A EE ee eee 
TE, Fe Se tacos = 
i |” EC eee 
eo Ae | eee 
ee ae 


Charleston. 
Charleston. 
Charleston. 
Charleston. 


a, Charleston. 
adil Charleston. 
....Charleston. 
..Charleston. 
.-Charleston. 
---Charleston. 


Charleston. 


..-Mt. Pleasant. 


Charleston. 


...-Charleston. 
...Charleston. 
....Charleston. 
..Charleston. 


Charleston. 
Charleston. 


— Charleston. 
..Charleston. 


Charleston. 


..Charleston. 
Ret.) Charleston. 
«aie Charleston. 
.Charleston. 
salsa Charleston. 


Charleston. 
Charleston. 
Charleston. 
Charleston. 


Charleston. 


pall Charleston. 
_...Charleston. 


Charleston. 
Charleston. 
Charleston. 
Charleston. 
_Chiarleston. 


ue Charleston. 


Charleston. 
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CHEROKEE. 


(CHEROKEE COUNTY MEDICAL SOCIETY.) 


Secretary, B. L. Allen, Gaffney. 














ie ich csnicecesnccinencensencccnnin .Gaffney. 
=. See... ee Slee hr. Blacksburg. 
- 2 Beewn..........................Galines. 
ae ane Gaffney. 

J. T. Darwin Gaffney. 

S. H. Griffith...........................Gafiney. 
EE | er eee Gaffney. 
C. M. Littlejohn Gaffney. 

a a ee Cherokee Falls. 
J. N. Nesbit Gaffney. 
W. L. Settlemeyer....................... Gaffney. 

| a a eee Gaffney. 

. & Sete.................... Gein. 


CHESTER. 
(CHESTER COUNTY MEDICAL SOCIETY.) 


Secretary, W. B. Cox, Chester. 











CI ca necsececcctsmennens Laceysville. 
I I asics aaiccenesiatonre Chester, 
een Chester. 
Oe I casos Blackstock. 
R. L. Douwia«.........,......,.............Rodman. 
ER eee Chester, 
i i I scars centacanenei Chester. 
| 2 SES etceseen Catawba, 
H. E. McConnell Chester. 
2%. ere Chester. 
to | ee Chester, 
2 a.” eee Richburg. 
A, M. Wylie Chester. 
J. P. Young Chester. 
COLLETON. 


(COLLETON COUNTY MEDICAL SOCIETY. ) 


Secretary, Chas. S. EsDorn, Walterboro, 





Riddick Ackerman.................:.... Walterboro. 
=. » eee... Walterboro. 
C. S. EsDorn Walterboro. 
ate ee eee Adams Run. 
Benjamin Willis ...................... .Walterboro, 
DORCHESTER. 


(DORCHESTER COUNTY MEDICAL ASSOCIATION.) 


Secretary, J. B. Johnston, St. George’s. 
a serene fone: St. George. 














J. T. Carter Branchville, 
A. H. Hayden Summerville. 
P. L. Horn St. George. 
A. R.: Johnston Reevesville. 


J. -P. Johnston St. George. 





OO EEE 


es Sta eee ene Summerville. 

i =) ~~ Se St. George. 

| ER eR Branchville. 
FLORENCE. 


(FLORENCE COUNTY MEDICAL SOCIETY.) 


Secretary, Wm. Ilderton, Florence. 


PR | Re ere Timmonsville. 

82 ee Florence. 

I, TI isis csniceeieecceneeens Florence. 

T. C. Johnson..... ....Mars Bluff. 

F. H, McLeod .... ..... Florence. 

een ere .... Limmonsville. 
GREENWOOD. 


(GREENWOOD COUNTY MEDICAL SOCIETY. ) 


Secretary, R. B. Epting, Greenwood, 


Ee Greenwood. 
So Sea | 
R. B. Hoting.................---..:.... Aaeewood. 
Ae Nias: ass teesteteseercorecneniee Greenwood. 
NS nn nS Greenwood. 
| ns 5 7 
ee OOS Jones. 
MN MPI 0 csctuiaaesnbaeaiocacl Ninety-Six. 


a ah reer: 
. | eee 
i ie tcc teamdacetl 


Greenwood. 
Canauvea. 
Greenwood. 


HAMPTON. 
(HAMPTON COUNTY MEDICAL SOCIETY.) 


Secretary, C. A. Rush, Hampton. 
I Ey 
3 NL EC ere Brunson. 
Be We NN i inciciescecsuiiceinssats 





ee FN 
ee eee Estill. 
C. A. Rush i - Hampton. 
Southward Smith ..................... Brighton. 
le i | | REE: Varnville. 


C. P. Walter.................................Crocketsville. 


KERSHAW. 


(KERSHAW COUNTY MEDICAL ASSOCIATION.) 


Secretary, S. C. Zemp, Camden. 


Ce, Camden. 
OC 
- See Camden. 
A nee Camden. 


W. R. Clyburne............................Camden. 


October, 1905. 
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A eee Camden. 

Hd {Ae anaoMeRe 3oykins., 

se” ae Camden 

a Eee Camden 
LEE, 


(LEE COUNTY MEDICAL SOCIETY.) 


L. H. Jennings, Bishopville. 


Secretary, 


A. C. Baskins................-.....-0+---Bishopville. 
Be a < SI atic cease salen Rural. 
Rae neare meee Lucknow. 
e. F. Darby............................... Magnolim. 
Ue ee. , nae Smithville. 
oe | ae. eT 
Se a cl Bishopville. 
SS ae: Bishopville. 
a ee} Pemeoee ra Bishopville. 
ae” Ee Bishopville. 
SS eae Bishopville. 
J. W. Tarrant... ..-.... Magnolia. 
LEXINGTON. 


(LEXINGTON COUNTY MEDICAL SOCIETY.) 


Secretary, J. J. Wingard, Lexington. 


i eee New Brookland. 
D M. Crosson................-.....-..e---1eeSville. 

J. P. Drafts... ...Gilbert. 

F. R. Geiger... ; ..New Brookland. 
Theo. A. Quattlebaum... _.Batesburg. 

W. Price Timmerman................ Batesburg. 

8 OO eee Lexington. 


MARION. 
(MARION COUNTY MEDICAL SOCIETY.) 


Secretary, H. A. Edwards, Latta. 





eee ee Dillon. 
A. M. Brasisford..................... Mullins. 
ie tiww. “i s Latta. 
2 ee) ae fe 
a a eee Latta. 
 & ae eer es Mullins. 
Se NN i Dillon. 
eB ee ee Nichols. 
A. McIntyre a 
. G Rosers........................8 ones Mill. 
2 7 eee Mullins. 
Sr a a Marion. 
fA SS eae rae Marion. 


MARLBORO. 


(MARLBORO COUNTY MEDICAL SOCIETY. ) 
Secretary, J. 1. Recse, Tatum. 





a See Bennettsville. 
re Clio. 

ee area Bennettsville 
ee ean McColl. 
Bh I McColl. 
re Bennettsville. 
J. F. Kinney................................bennettsville. 
0 Ke 7 eae Blenheim. 
a eae: Bennettsville. 
a Blenheim. 
a ee er Blenheim. 
eee Clio. 
ee Tatum. 
£2 Cl ee Bennettsville. 


SS “eo: *Y 
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OCONEE. 


(OCONEE COUNTY MEDICAL SOCIETY. ) 


Secretary, D, L. Smith, Newry. 








2 RR Walhalla 
a ee Seneca 

W. R. Doyle Seneca 
Rae eee Seneca. 

J. H. Moore to Walhalla. 
rs § eee Clemson. 

i = eran Walhalla. 

a ee ee Newry. 

ie 3 ee Seneca. 
= | ee, Westminster, 
(ae West Union. 

PICKENS. 


(PICKENS COUNTY MEDICAL SOCIETY.) 


Secretary, H. E. Russell, Easley. 





A ERE cere Liberty. 
io eS: Pickens. 
ee a Ea Central. 
UO” See ~---- Easley. 
es. SR Pickens. 
. a Go eee .... Liberty. 
L. F. Robinson Dacusville. 
eo Sees: Easley. 
Se. CUR Easley 
a) " ~Saae Liberty. 
i aaa 
~~ f a= sind ipilelinaeraad Pickens. 
a | See: Easley. 
RICHLAND 
(COLUMBIA MEDICAL SOCIETY.) 
Secretary, Mary R. Baker, Columbia. 
Se eee Columbia. 
IIIs... MMI cris ssscidansinsndsmaninas Columbia. 
ee Fe eens Columbia. 
A. E. Boozer...... Sri .....-Columbia. 
a 
W. A. Boyd....... ine 
pa eS SECT Columbia. 


i Ee re FN 


> eae 
(ae & OU eee -Columbia. 
S. B. Fishburne..........................Columbia. 
R. W. Gibbes SOM 
H.. #. Gem............ veeeee-ee---e COluMbia. 
a Columbia. 
LeGrand Guerry... on -Columbia. 
ss - Saas Columbia. 
nn eT Columbia. 
A. B. Knowlton............. Columbia. 
R. A. Lancaster............ ..... Columbia. 
a oo a SC 
A. A. Madden......... ime 
be Rare ier Columbia. 
wm eee Columbia. 
a OO ee Columbia. 
ene Columbia. 
Lindsiy Peters ............. veeeeeeeeeecOlumbia. 
iy. “eae Columbia. 
Je % , eee _... Columbia. 
H. W. Rice ..... Columbia. 
A. E. Shaw..... Columbia. 


Columbia. 


B. W. Taylor, Hon.. 


ao 
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I i IINOER 5 cocovrcescnsccsveneescses Columbia. 
E. J. Wannamaker...................... Columbia. 
og ee Columbia. 
William Weston ..................... Columbia. 
eee Columbia. 
ol | een Columbia. 

SALUDA. 


(SALUDA COUNTY MEDICAL SOCIETY. ) 


Secretary, J. D. 


F, G. Asbill... 


Waters, Coleman, 





Ridge Spring. 








































ON eee Ridge Spring. 

J. C. W. Kennerly .. seceeeeene Mt. Willing. 

SSS SE rn Saluda. 

S.-M. Pitts....eeueeeseeoeeeBige Creek. 

By ae Ridge Spring. 

2 & See Wards. 

Op oO eee Fox. 

Re ene eee Coleman. 
SPARTANBURG. 


(SPARTANBURG COUNTY MEDICAL SOCIETY.) 


Secretary, O. W, 
8 GS eer eee 





NE I os saccnnanitessacalion Spartanburg. 
RL OR ees Enoree. 
> & ~~ REE Spartanburg. 
Serene Spartanburg. 
ity %) Sees Spartanburg. 
G. A. Bunch Spartanburg. 
ae Bee nee Inman. 
[R. F. D. No. 2. 
oe Ae ene eo Spartanburg. 
[k. F. D. No. 5. 

B. DD. Cyd non oennsnensecseese op artanburg. 
_ oy, nian Spartanburg. 
8 ee Spartanburg. 
; Se 
2 SO eames Spartanburg. 
4  . -  eeneeee Spartanburg. 
nee Inman, 
i. Se Spee a Converse. 
Geo. W. Heinitsch.......................Spartanburg. 
PS oer: Spartanburg. 
a II cine csnbsicnisSinceninsnaeknnnnen Walnut Grove 
=. is Boepetrick ........ Pacolet. 


S. T. D. Lancaster .- Pauline, 


J. M. Lanham.............................Woodruff, R.F.D. 
O. ‘W. Leonard............. ssesee-eeeee Spartanburg. 
TOS. Spartanburg. 

D. R. Norman..............................Fair Forest 

iM. & sectrowell................. ....- 9partanburg. 
Geo. E. Means.... .. Welford. 

2. oe Sarr... ...--.--.- Spartanburg. 

S. D. Parsons iples ceieaon: Woodruff, R.F.D. 
E. ©. Posey._............................... Woodruff, R.F:D. 
-)  - Spartanburg. 
Chas. E. Rogers i ... Duncans. 

a I Spartanburg. 
Ae See Glendale. 

Sf SC Pacolet. 


John O. Vernon. ..- Welford. 





Leonard, Spartanburg. 
Sp’bg, R.F.D. No. 4. 








NS Serene Spartanbusg, 

S. A. Wideman... secceseeeseeeeeee.- Woodruff, R.FD, 

- — ij — aaa Roebuck. 

G. DeFor Wilson... Spartanburg. 
SUMTER. 


(SUMTER COUNTY MEDICAL SOCIETY.) 





Secretary, Walter Cheyne, Sumter. 
ad ecemieeias Sumter. 
Tee GONE oie Sumter. 
Archie China ...............................5umiter. 
UU eee Wedgefield. 
R. B. Furman... scoaidili 
a Re __ Sumter. 

SS A ee Sumter. 

a ee ene Wedgefield. 

ee OER Pinewood. 

| oD Serre Sumter. 

ee Cee eee ee Sumter. 
UNION. 

(UNION COUNTY MEDICAL SOCIETY.) 

Secretary, Theo. Maddox, Union. 
tO Eee Union. 

A a) OO See Buffalo. 
M. W. Chambers...................-.---..J onesville 
Re ee Union. 
>, Sa Union. 

[RE ag er? Union. 
i OO Jonesville. 
a ener: Union. 
ag eee 

J. M. Lawson Ini 
ce SS eee Union. 

D. H. Montgomery................-.--. Union. 
CO Seo Union. 
ee UO ee Jonesville. 
Ris I os opie Union. 


YORK. 


(YORK COUNTY MEDICAL SOCIETY.) 


Secretary, J. R. Miller, Rock Hill. 


I. A. Bigger. oe se 

ee ee, 

ee Reck Hill. 
A. Crawtord............ ..Rock Hill. 


Rock Hill. 
Rock Hill. 


so “eRe: 
, a ane 


ie 5 RES ae Newport. 
he SSE ee McConnellsville. 
Ea eee Rock Hill. 
E. Massey, SE ..ccccannsevecseesecOGe Naat. 
Bee I | i siiscicccsceccscesccnial Rock Hill. 
D. McDowell ... Yorkville. 


i “aes nae. MYT. 
i VS Rock Hill. 


ound ct tenttes tent , ) . 
a ae 
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South Carolina Medical Association. 


Next Annual Meeting at Columbia, S. C., 
April 18th, 1906. 


OFFICERS. 
President 
Davis Furman, M. D. 
First Vice-President 


, Greenville 


S. W. Pryor, M. D................ Chester 
Second Vice President 
Crown, TorrENcE, M. D. ...Union 


Third Vice-Preside nt 
D. B. Frontis, M. D.... Ridge Springs 
Secretary 
T. P. WuHatey, M. D... 
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Arar, M. D. 


COUNCILORS. 


First District 
E. F. Parker, M. D.......... 
Second Distric t 
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O. B. Mayer, M. IR 
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THYMOLINE 


FOR 


CATARRHAL 
CONDITIONS 


Nasal, Throat 
Intestinal 
Stomach, Rectal 


and Utero-Vaginal 


KRESS & OWEN COMPANY 


210 FULTON STREET NEW YORK 








THE STANDARD ion. 
ANTISEPTIC 2 LIS” ERINE a toe 


Universal Exposition 
A non-toxic antiseptic of known and definite power, prepared in a Seint Louis 
form convenient for immediate use, of ready dilution, sightly, pleas- _— 
ant, and sufficiently powerful for all purposes of asepsis—these are 
advantages which Listerine embodies. 
The success of Listerine is based upon merit, and the best advertisement of Listerine 


is—Listerine. 
LISTERINE DERMATI@C SOAP, 
An antiseptic detergent for use in the antiseptic treatment of diseases of the skin. 


Listerine “Dermatic” Soap contains the essential antiseptic constituents of eucalyp- 
tus (1%), mentha, gaultheria and thyme (ea. 44%), which enter into the composition of 
the well-known antiseptic preparation. Listerine, while the quality of excellence of the 
soap-stock employed as the vehicle for this medication, will be readily apparent when 
used upon the most delicate skin, and upon the scalp. 

Listerine “Dermatic” Soap contains no animal fats, and none but the very best 
vegetable oils; after its manufacture, and before it is “milled” and pressed into cakes, a 
high percentage of an emollient oil is incorporated with the soap, and the smooth, elas- 
tic condition of the skin secured by using Listerine “Dermatic” Soap is largely due to 
the presence of this ingredient. Unusual care is exercised in the preparation of Listerine 
“Dermatic” Soap, and as the antiseptic constituents of Listerine are added to the soap 

after it has received its surplus of unsaponified emollient oil, they re- 

Awarded tain their peculiar antiseptic virtues and fragrance. 





GOLD MEDAL A sample of Listerine Dermatic Soap may be had upon application to 


Universal Exposition the Manufacturers— 
Saint Louis 


connie sian wi “USA 








The Carolina Sanitarium. 


L. G. Corbett, M. D. 


Greenville, S. 0., July lst, 1905. 
Dear Doctor: 


We are established for the treat- 
ment of drug and liquor addicts, and 
special nervous cases. We ask that you 
bear us in mind when seeking a place 
to send such patients and know that 
your confidence will be merited. 

Rates reduced for treatment of 
regular practitioners. 

Lecation and climate ideal. 

Respectfully, 
THE CAROLINA SANITARIUM. 
405 Perry Ave., Greenville, S. C. 


Detailed information upon application. 








